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e Controls the irritant, reflex cough 
e Contains no opiates or their derivatives 


Descriptive literature and specim 
THE BRITISH DRUG HOUSES LT 





A new appxd#ehito the Cough problem 
‘PECTAMOL’ Linctus 


Each teaspoonful contains ro mg. of the citrate of the dtethylamino- 
ethoxyethyl ester of «:a -diethylphenylacetic acid (oxeladin) 






> ¢(Medical De Ag 
LCont "he 


10GS8S8 


e Pleasant to take and well tolerated 
Basic N.H. ottle of 60 ml. 2/6 


LAR RiD9 0 ( plus purchase tax) 
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Now in its Second Edition 
V ARICOSE VEINS 
By R. ROWDEN FOOTE 
Price 55s. net, by post Is. 5d. extra 
. has now won its place as a standard work.”’ 
New Zealand Medical Journal. 
Butterworths, 88, Kingsway, London, W.C.2 


‘THE LAW AND ETHICS OF DENTAL 
PRACTICE 
By R. W. DURAND, M.R.C.S., L.R.C.1 
Formerly Secretary of the 


Medical Protection Society 
and 
D. MORGAN, L.D.S. (Leeds) 


Formerly Deputy Dental Secretary of the British Dental 
Association 
Foreword by Professor R. V. BRADLAW, M.D.S., Dunelm, F.D.S., 
M.R.C.S. Eng 


Professor of Oral Pathology, ,_ — University 
Director, Newcastle- “upon- Tyne Dental School 





Expert guidance on the many proble ms which confront the 
dentist 
Demy 8vo 98 + viii Price 7s. 6d. net, plus 7d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


Now available 


STATISTICS 


Sizth Edition 
RINCIPLES OF MEDICAL 
By A. BRADFORD HILL, C.B.E., D.Sc., Ph.D., F.R.S. 
Demy 8vo 314 +x 10s. 6d. net, plus 10d. postage 
Revised and enlarged (containing a new chapter on Clinical 
Trials and 16 pages of random sampling numbers). 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 
UNITED STATES OF AMERICA AND CANADIAN SELLING 
HELD BY OXFORD UNIVERSITY Press, INC. 
114, Fifth Avenue, New York, 11, N.Y., U.S.A. 


RIGHTS 
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| Blteiaindein, IN MEDICINE 
By A. P. MAGONET, M.D. 
Author of Hypnosis in Asthma 
124 pages 9s. 6d, net 
Wm. Heinemann Medical Books Ltd., 99, Gt. Russell St., W.C.1 


K. 


H * MEDICAL 


MEDICAL 


LEWIS & Co. Ltd. 
PUBLISHERS AND BOOKSELLERS 
AND SCIENTIFIC 
LENDING 
EASTER HOLIDAYS, 1957. 
All Departments will be closed April 19th—22nd inclusive. 


LIBRARY 


London: 136 & 140 Gower-street, W.C.1 


(JABBZERS IN MEDICINE 
Edited by P. O. WILLIAMS, M.A. (Cantab.), M.B., 
B.Chir., M.R.C.P. 


With contributions from 49 eminent medical authorities 


Cr. 8vo 292 pages Price 15s. net, plus Is. 4d. postage 
This book outlines the particular qualities of mind, the type 
and amount of specialised training, required in each branch of 


the Medical Profession. 


*. . . it should be in the hands of everyone who has to advise 
medical students, and certainly should be consulted by every 
newly -qualified doctor.’’—The Practitioner. 

London, E.C.4 


Hodder & Stoughton Ltd., 20, Warwick-square, 





Doriand’s ILLUSTRATED 


MEDICAL DICTIONARY 
(New 23rd Edition) 


The familiar red-backed Dorland has served the medical 
profession faithfully since 1900. This brand new edition 
has been brought right up to date. It now contains 
104,000 definitions—20,000 more than in any other 
medical dictionary. 


1,598 pages. Flexible binding. Thumb-indexed. 87/6d. 


1957 
CURRENT THERAPY 


The most effective and unified reference source ever 
devised for placing today’s best treatments within your 
easy reach. The information is “ot extracted from the 
literature, is not experimental, is not prejudiced in 
favour of any special drug or method. The treatment 
is included solely because it is the most effective—old or 
new makes no difference. 

NEW. 


731 pages 77s. 





W. B. SAUNDERS COMPANY LIMITED 


7 Grape Street, LONDON, W.C.2. 








Put Lancet THE LANCET GENERAL ADVERTISER 


[APRIL 13, 1957 








Reflections 


on Feet 


rhe athletic season is upon us. 
Dotted over sports grounds and 
village greens are feet. Always in 
pairs, they stand, shuffle, trot, run, 
tire and halt. And above all, they 
sweat. Not the strong, concentrated, 
fungicidal sweat from which 

SOP RONOL’s active constituents 
are derived, but a copious, dilute, 
watery sweat which does little more 
than macerate potentially soggy 
skin to provide an even better 
foothold for the lurking ubiquitous 
fungus. Yes, this is the season, sun 
willing, not only of inter-athleticism 
but of inter-digital stoicism. The 
latter burden avoidable — for 
Sopronol makes tinea toe the line. 
Sopronol Ointment is available 


in 1 oz. collapsible tubes. 


Sopronol 


OINTMENT 


Wyeth 





The word ‘Sopronol’ is a registered trade mark, 


Joun Wyertu & Bro. Ltp., CLrirton Howse, Euston Roan, 


Lonpon, N.W.1 





.-- but for the affected joint 


SODIUM GENTISATE 


(GABAIL) 


in Rheumatic Disease 


Sodium Gentisate (Gabail) gives results 
similar to large doses of salicylate, 
with however — 

NO increase in prothrombin time 
NO lowering of alkaline reserve 
NO tinnitus or aural symptoms 


NO gastric irritation 


s 
In coated tablets 0:5G 
Dose: Upwards of 2 


tablets thrice daily 


Distributors: THE ANGLO - FRENCH DRUG CO. LTD. 


11-12 GUILFORD STREET, 


LONDON, W.C./ 
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The ideal antiseptic and deodorant con- 
traceptive in tablet form. Simple and 
pleasant in use, scientifically functional 
in formula, and spermicidally efficient in 
result. 


Formula: Sodium Bicarbonate B.P. 12.7, 


Tartaric Acid 11.1 Chloramine B.P. 
Perfume q.s., Excipients to 100. 


3.1, 


FRIEND OF THE FAMILY 


WISE ADVICE about reliable methods of planned 
parenthood allays anxiety and inspires the mutual 
trust and intimate assurance necessary for lasting 
health and happiness in marriage. 

Gynomin and Antemin are alternative types of 
contraceptives. Their efficient action satisfies 
modern requirements and both may be recommended 
by the medical profession. 


A cosmetic-like antiseptic cream, with high 
spermicidal efficiency. Non-irritant and non- 
toxic. Simply applied ard odourless. May 
be used with or without an occlusive cap. 
Formula: Sodium dioctyl sulphosuccinate 
0.25, Ricinoleic Acid B.P. 1.00, Boric Acid 
B.P. 1.00, Paraformaldehyde B.P.C. 0.15, 
Base to 100. 


The Family Planning Association advise that, for maximum safety, 
any chemical contraceptive should be used with a mechanical barrier. 


Medical literature and samples on request 


COATES & COOPER LTD. 


PYRAMID WORKS 


WEST 


DRAYTON MIDDLESEX 





A Varied Diet 
for Infants 


Early mixed feeding for infants has been advocated 
by many paediatricians. Although milk remains the 
infant’s staple food, finely minced meat, puréed 
vegetables, lightly poached eggs and grated cheese 
are added at an early age. Marmite is particularly 
recommended as a source of the B vitamins for babies 
and young children. 

As children enjoy the taste of Marmite, it is easy 
to introduce it into their diet in the form of Marmite 
gravy which is poured over minced meat and sieved 
vegetables ; for older children, Marmite can be spread 
lightly on rusks, toast or bread and butter. In cook- 
ing, Marmite is a useful addition to soups, stews 
and other savoury dishes. 


MARMITE yeastextract 


Literature on request 
Special terms for packs for hospitals, welfare centres and schools 


MARMITE LIMITED, 35 SEETHING LANE, LONDON, E.C.3. 
PH 5704 





For 40 years 


‘“EUPINAL” 


has been used successfully in the treatment 
of ASTHMA and CHRONIC BRONCHITIS and 
may be prescribed on N.H.S. Form E.C.10 


“* Eupinal ’’ contains lodine and Caffeine combined in a most 
elegant and effective form. 

In chronic Bronchitis “ Eupinal’’ softens the tough accumu- 
lated mucus in the bronchial tubes and allows it to be more 
readily expectorated. In Asthma it possesses a more 
markedly soothing effect, lessening the frequency of attacks 
and reducing their severity and duration, and relieving 


breathlessness. “ Eupinal ’’ contains no poison and is safe 


A PRODUCT OF 
CuxSon Gey Ltd. 
OLDBURY BIRMINGHAM 


Phone : BROadwell 1355 
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Advertised and introduced only to the 
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EAR WAX Removed this easy way 


The removal of wax from the external auditory meatus has, in 

the past, normally entailed attendance by the patient for diagnosis 

and for the prescription of a suitable loosening agent, and a second 

attendance a few days later for syringing. 

Now, by the use of Cerumol Ear Drops, wax can be removed in = 
cases at one visit. A few drops of Cerumol can be instilled into the e 

and, while another patient is being attended to, the soft cerumen ieuben 

and the harder wax disimpacts. The wax can then be removed by 

gentle syringing or with cotton wool. The wax may even be found 

to run out of the ear on its own accord, in which case patients themselves 

may instil Cerumol at home, obviating further attendances. 

Cerumol is anti-bacterial, non-irritating and harmless to the lining of 

the external auditory meatus or the tympanic membrane. 

Cerumol is included in Category No. 4 of the M.O.H. classified list of 

Proprietary Preparations ~“ may be prescribed 

on N.H.S. Form E.C.10. 





é 


EAR DROPS 


for the easier removal of wax 


PACKS For Surgery Use: 10 c.c. 
vial—separate dropper included. (Basic 
N.H.S. price 2/8.) For Hospital Use: 
2 oz. and 10 oz. bottles. 





CERUMOL 


Distributors in UK. 
TAMPAX LIMITED, BELVUE ROAD, NORTHOLT, GREENFORD, MIDDLESEX. Tel. : WAXlow 2244 é 
If you wish to test for yourself and have not received recently 
a 10 ¢.c. vial, please write or telephone direct to : 
LABORATORIES FOR APPLIED BIOLOGY LTD. + 91, AMHURST PARK + LONDON N.16 * Telephone : STAmford Hill 2252 








medical profession 
NASO-PHARYNGEAL AFFECTIONS 
TREATMENT AND PROPHYLAXIS OF RHINITIS, : = 
CORYZA, SINUSITIS, RHINO - PHARYNGEAL “gl ls 
CATARRH, INFLUENZAL AFFECTIONS are: 
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AQUEOUS ISOTONIC SOLUTION OF 
SULPHANILAMIDE, EPHEDRINE HYDROCHLOR., 
AND A LOCAL ANAESTHETIC 


canats . 1 . ; . BASIC N.H.S. PRICES : 
Apply by instillation of drops or by atomizer 35 cc. Dropper Bottle - 2/744. 
' C Dispensing Pack 8 fl. ozs. - 10/- 
lay be prescribed on Form E.C.10 pensing 
May be prescribed on Form ti Dis et Pack fl. o A /- 





BAILLY LTD., LONDON 
Sole Concessionaires: BENGUE & CO., LTD., Manufacturing Chemists 


MOUNT PLEASANT: ALPERTON - WEMBLEY : MIDDLESEX 

















~— Seconesin, has proved most suitable for the 







management of menopausal symptoms. It relaxes and 
calms emotionally tense and anxious patients 

without making them drowsy. Subjective 
improvement, with a sense of 
well-being, occurs early 

in treatment 


in almost all cases. 


PACKINGS: Bottles of 25, 100 and 500 tablets. 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON wi @ 





. OPENING A NEW AND any” al 
| QUICKER RELIEF FOR 7 
SKIN DISORDERS ~_ 









The effectiveness of 


Hydro-Adreson Ointment 


* is due to the neutral base with its hydrocortisone 
content. 


* The ease with which it spreads and its freedom from 
acidity or alkalinity ensures that delicate healing tissue 
is not injured or irritated. 





This special base is free from excessive greasiness. 


Hydro-Adreson (hydrocortisone free alcohol) ointment in 
tubes of 5gm. or |5gm. concentrations of $°% (Smg. per 
gm.), 1% (10mg. per gm.) and 2°5% (25mg. per gm.). 





RGANON LABORATORIES LIMITED 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


Telephone : TEMple Bar 6785/6/7, 0251/2. Telegrams : Menformon, Rand, London 


4 
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BIOTEXIN-- 


NOVOBIOCIN Glaxo 


A new oral antibiotic of value in the 


treatment of staphylococcal infections 


BIOTEXIN TABLETS | sores or » 


each containing 125 mg. novobiocin | BOTTLES OF 100 also available 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRON 3434 ww 
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Nitensar combines half-strength Nidar 


Economic Sedation with 
Armour’s NEW 
Gentle Tranquillizer 


a quadruple barbiturate of proven 
efficacy—with the consistent tran- 


quillizing effect of reserpine. 


| 
| 
| 
| 
| 
| 
! 
' 


Nitensar acts within 20 minutes to Nitensar is indicated in mild anxicty 
produce a smoothly deepening and 


relaxing calm. Nitensar applies the 


states, mild hypertension, insomnia 


from nervous tension, chronic fatiguc 


modern principle of using closely- 
related drugs to obtain optimum re- 
sults from small total doses, and there 
is no aftermath of ‘ dopiness ’ because 
reserpine’s basic tranquillization 
enables minute doses of the other 
drugs to be effectively used. 

Available in bottles of 50, 100 and 


1000 tablets. 


Samples and literature supplied on reques:. 


NITENSAR | 


Registered Trade Mark 








caused by tension, or whenever gentle 
tranquillization is considered bene- 
ficial. Each tablet contains: quinal- 
barbitone sodium and_pento-barbi- 
tone sodium 12.2 mg. each: buta- 
barbitone sodium and _ phenobarbi- 
tone 4.0 mg. each, and _ reserpine 


0.1 meg. 


THE ARMOUR LABORATORIES 
(Armour & Company Ltd.) 


Hampden Park, Eastbourne, England 


Telephone: 


Telegrams: 


Hampden Park 740 Armolab’ Eastbourne 


or 
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will help your elderly patients 


‘OVALTINE'’ is a wholly beneficial nutrient beverage. It is a nourishing and 
sustaining dietary supplement of acknowledged worth in helping to build up bodily strength 
to withstand the frailties and risks which may accompany the declining years. 


Its concentrated nourishment—provided by malt, milk, cocoa, soya and eggs, and 
added vitamins—is in a form which even weak or impaired digestive systems will 

readily accept. When solid food cannot be taken or mastication is difficult, ‘Ovaltine’ 
will prove an easy and convenient means of administering necessary nutriment. 


Delicious, soothing and nourishing at all times, it is particularly advantageous 
at bedtime, since it helps to promote the conditions favourable to natural, restful sleep 
during which its restorative ingredients can be fully utilized by the body. 


Vitamin Standardization 
per oz.—Vitamin B,, 0.3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2 mg. 


A. WANDER LIMITED, 42 Upper Grosvenor Street, London W.1. 





Manufactory, Farms and ‘Ovaltine’ Research Laboratories:—King’s Langley, Herts. 





M380 
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Gypsona 


TRADE MARK 


has stood 
the test of time 











Soaks more readily than hand-rolled 
bandages. 


Sets firmly in four to five minutes. 


Stronger yet less brittle than ordinary 
plaster. 


Casts have porcelain-like surface. 
Casts are porous. 


Trimmed edges do not crumble and 
casts have a neat appearance. 


Casts may be bivalved, or cut open 


















and sprung apart without loss of 
strength. 


Exact number of bandages for a 
particular cast can be determined 
beforehand. 


Special interlocked woven cloth 
permits easy moulding. 
High plaster content—90% of plaster 
by weight. 


Will keep for a very long time with- 
out deterioration when stored in a 
dry place. 


The absence of loose powder and the non-fray edges 
of the specially-woven leno cloth base of Gypsona 
bandages provides a distinct advantage over hospital- 
made bandages. 

In performance, the superiority of Gypsona is even 
more marked. The high plaster content is fixed to the 
fabric by a special process, and there is a negligible 
loss of plaster when the bandage is soaked. A sur- 
prisingly small amount of material will produce a 
cast which is light, but of great strength. 

Gypsona is by far the most economical plaster for 
the modern functional treatment of fractures. 


SMITH & NEPHEW LTD - WELWYN GARDEN CITY + HERTS Gon) Gypsona 


YRAOt MARR 
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Save time on urine tests with... 





TRADE MARK 


Reagent Tablets 


for the detection of Glycosuria 


CLINITEST anu AGETEST 


TRADE MARK 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in one minute! 


Ut-Z—h Wn || 


— 


CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Committee of 
the Diabetic Association. The ‘Clinitest’ set, refills 
and accessories are all available under the N.H.S. on 
Form E.C.10. (Basic Drug Tariff Prices : Set 6/8 
complete. Refill bottles of 36 tablets 2/4.) 


CLINITEST 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards and clinics. | 
Write for details and hospital prices. 


Specialists, General Practitioners, Clinics and 
Hospitals in all parts of the country have used and 
prescribed ‘Clinitest’ Reagent Tablets since 1947. 
Many valuable hours have been saved. Now after 
intensive research work and clinical trials the 
makers of ‘Clinitest’ Reagent Tablets have pro- 
duced ‘Acetest’ Reagent Tablets for the detection of 
Ketonuria. With ‘Clinitest’ and * Acetest’ Reagent 
Tablets, reliable routine sugar and acetone tests can 
be carried out simultaneously in one minute! 











The advantages of ACETEST 
Reagent Tablets 


Quick and reliable, a single tablet provides all the 
reagents to perform a test. Low cost permits this 
tablet test to be used asa screening procedure or asa 
routine for diabetic patients. No danger of false 
positives with normal urine. No caustic reagents. 


TO PERFORM A TEST: 
I putt drop of urine on tablet. 


2 Take reading at 30 seconds. 
Compare tablet to colour chart 
provided. 


3 Record results as negative, 
trace, moderate or strongly 
positive. 

Supplied in bottles of 100 tablets te reer 

with colour scale. * fom imrenwat © 
SCTIVE inGReDienTs 

“Acetest’ Reagent Tablets 

(diagnostic nitroprusside tabs.) 

are also available under the 

N.H.S. on Form E.C.10. Basic 

Drug Tariff price 3/10 per bottle 

of 100 tablets (with colour scale). 





REFERENCES 


(1954) ‘Clinical Tests for Ketonuria’, 
‘Lancet’, April 17th, pp. 801/804 
(1954) ‘Medicine Illustrated’, May, p. 289 
(1954) ‘Practical Clinical Biochemistry’, 
Heinemann, p. 74 
(1954) ‘Clinical Tests for Ketonuria’, 
‘Lancet’, July 10th, p. 95 
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‘Dettol is active... 


REGD 


against both Gram-positive and 
Gram-negative micro-organisms. 
Under standard conditions of test a dilution of 
1 in 200 kills Staph. aureus in 10 minutes; 


a 1 in 500 dilution kills Strep. pyogenes 








in 10 minutes, and a 1 in 250 dilution kills Bact. 


coli in 10 minutes. 


¢ 9 ° . . ie . 
Dettol’_retains a high degree of efficiency in the presence 


of organic matter. 


¢ b ] e e . ° . ‘ 
‘Dettol’_is not incompatible with soap, traces of which 
need not be removed before application, 


s > . ° A 
Dettol’_is non-poisonous and non-staining. 


‘Dettol’_is well tolerated by the skin and tissues. 








INSTRUMENT ‘DETTOL’ 


Instrument Dettol is widely used as a 


most effective and practical means of 


disinfecting surgical instruments - 
steel, stainless steel and plated, as well 
as glassware, rubber appliances and 
nylon sutures. 


SURGICAL ‘DETTOL’® 
Surgical Dettol isa specially formulat- 
ed tincture for the surgical preparation 


of the skin. It remains actively bac- 
tericidal for a considerable period 
after drying. Itdries quickly and leaves 
a non-slippery surface. Bactericidal 
action is not adversely affected by 
the use of ordinary soap solutions. 
Surgical Dettol in clinical use has 
proved non-toxic and non-irritant 
when used in accoidance with the 
directions. 








For leaflets giving full information on 
Instrument Dettol 
and Surgical Dettol 


Please write to: 
RECKITT & COLMAN LTD., 
PHARMACEUTICAL, DEPARTMENT, HULL. 
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dependable night worker 


Agarol Laxative Emulsion is usually called upon to do its work at night. And 
so it does, gently and dependably. By morning, its task — lubricating the 
faecal mass and stimulating peristalsis —is done. Bowel movement can 
occur easily and naturally. 

Agarol consists of highly emulsified mineral oil with phenolphthalein and 
agar-agar. It is pleasant to the taste and its gentle action makes it suitable 
for all ages. 

Active Constituents: Highly emulsified mineral oil; agar; pure white 
phenolphthalein. 

Packing: Agarol is available in bottles of 6 and 14 fl. oz. Dispensing bottle 
of 80 fl. oz. supplied to chemists. 





AGAROL 


Trade Mark 


WILLIAM R. WARNER & CO. LTD., LONDON and EASTLEIGH 
10 
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Relief of 
Rheumatic Pain in 
General Practice 


1. Formulation of succinate overcomes toxicity 
of massive dosage of aspirin 

Pain caused by all forms of rheumatism can now be 
relieved promptly by massive aspirin dosage without 
fear of toxicity. The Berex formulation of aspirin 
(3.7 gr.) and calcium succinate (2.8 gr.) has overcome 
this old problem so effectively that your patients can 
safely administer the drug themselves. Repeated visits 
to the surgery for supervision of administration are 
unnecessary. 


2. Side-effects fewer and milder 


Even after prolonged dosage, Berex produces no toxic 
effects. The prothrombin level is maintained and 
there is no hemorrhagic tendency.* Prolonged 
periods of relief can be enjoyed in safety. The patient 
is simply instructed to reduce the initial high dosage 
as soon as the pain diminishes. Side effects, if present 
at all, are fewer and milder. 


3. Encourages tissue respiration 


Experimentally, by Warburg test, it has been shown 
that the inhibitory action of salicylate on tissue 
respiration is completely offset when it is combined 
with succinate. Succinate encourages cellular respira- 
tion and stimulates the respiratory enzyme systems. 
It is to this stimulating action that the beneficial effect 
of succinate is attributed. 


* “ No abnormal prolongation of prothrombin time even 
after 68 days of succinate-salicylate.” “‘ The results also 
show that this succinate-salicylate formulation combines 
safety and efficacy, permitting wide use both for treat- 
ment and maintenance without the excessive supervision 
required in many other forms of therapy.” 

Delaware State Med. J., 1954, 26, 22. 


BEREX 


Trade Mark 


FOR PROMPT RELIEF OF PAIN 
ASSOCIATED WITH 
ALL FORMS OF RHEUMATISM 


Tey Vp Le 


Ss a .% 


; 





PROMPT RELIEF of ali rheumatic pains by massive 
aspirin dosage is now made safe by the Berex 
succinate-aspirin formulation. Prolonged dosage does 
not lower the prothrombin level, and does not there- 
fore produce hemorrhagic tendency. 


FORMULA: 

Calcium succinate 2.8 gr., acetylsalicylic acid 3.7 gr. 

IN TABLET FORM: 

basic N.H.S. price, 4/84d.-100 tablets; 24/3d.—600 tablets. 


BEREX HAS NEVER BEEN ADVERTISED TO THE PUBLIC 


A professional sample will be sent on request to: 
MEDICAL DEPARTMENT : 
CLINOD PHARMACEUTICALS LTD., BELVUE RD., NORTHOLT, GREENFORD, M ''DX 


il 
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REGO, TRADE MARK 


In Superficial 
iM atmelealele) elal(-Leli at} 


Butazolidin's outstanding reputation in 

the treatment of rheumatic disorders 

should not’ overshadow its value in 
rapidly relieving pain and swelling and- 

in restoring normal temperature in 
" superficial thrombophlebitis. 

It is rarely necessary for treatment to 

last more than one week. 


Geigy 


Detailed literature is available on 
request. 


Geigy Pharmaceutical Company Ltd., 
Wythenshawe, Manchester, 23 
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Facts his doctor 
Nwiipimae Old... 














Retired for the last three years, the 





patient complains that he’s unable to 


keep pace with his gentle present-day 





routine. ‘Says he’s always tired... can’t 
understand it as he’s always been so 
active for his age. He doesn’t say how- 
ever that since his wife died, he’s lost 
interest in his food . . . his attention to 
diet has been lacking and regular meals 
have been replaced by casual snacks. 

GEVRAL Geriatric Vitamin—Mineral 
Supplement was evolved to enable doc- 
tors to treat just such patients—to pro- 


vide a balanced ration of essential 


nutrients in the simplest form. ‘The usual x 
dosage is one capsule daily—and the G Ee V R A LL 








GEVRAL formula is so comprehensive Capsules 
‘ ‘ ae Geriatric Vitamin— Mineral Supplement 
that this routine provides effective all- 
Each capsule contains 
round supplementation. Indeed, for vitenia A 5,000 1.8. Ascorbic held (C) 50 me. 


Purified intrinsic factor 
concentrate 0.5 mg. 


Rutin 25 mg. 


Vitamin D (viosterol) 5001.0. 


many elderly patients the result is a 
’ ’ Vitamin B,2 as present in 


gratifying return of general well-being concentrated extractives tron (as Fete a. 
from streptomyces fer- 

—and the rediscovery that life 7s worth mentation 1 microgram, (dine (@s K}) 0.5 ag. 

° ' Thiamine mononitrate (B,) 5 mg. Calcium (as CaHPO,) 145mg. 

living : Riboflavine (By) 5 mg. Phosphorus (as CaHP0,) 110 mg. 

Niacinamide 15 mp. Boron (asNa2B,07,10H,0) 0.1 mg. 

Folic Acid 1 mg. Copper (as Cud) 1 mg. 

Pyridoxine HCI (Bg) 0.5 mg. Fluorine (as CaF.) 0.1mg. 

4 . ° Calcium pantothenate 5 mg, Manganese (as Mn02) 1 mg. 

another mew be) of the Choline dihydrogen citrate 100 ns Mangnesium (as MgO) 1 mg. 

Inositol 50mg. Potassium (as K,$0,) 5 mg. 

Vitamin E 10 Units Zinc (as Zn0) 0.5 mg. 


























Se a = VITAMIN RANGE 





*REGD, TRADEMARK 





LEDERLE LABORATORIES DIVISION (yanamid oF crear eRitAin LTD. London we? 
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appetite 


must be controlled 





™ agrees . 


Fat people die first — as any insurance company knows. To 
live longer, they must eat less. 


‘Dexedrine’ is the safe, effective drug for the control of appetite in 


nee cen FOOTY 


weight reduction. ‘Dexedrine’ not only makes it easier for 


the patient to eat less, but also prevents the irritation 


a 


and depression that so often accompany 


the start of a reducing regimen. 


o 
Dexedrine — safe, effective appetite control | 


@) Smith Kline & French Laboratories Ltd. 
Coldharbour Lane, London SE5 


DP66 
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Rubriment relieves painin such conditions as mus- Some minutes after application the rubefacient 


cular rheumatism, fibrositis, strains and sprains. 


About Rubriment 





action is apparent and lasts for many hours. 


the new long-acting 
rubefacient 


Rubriment contains a new substance—the benzyl ester of nicotinic acid—which 
gives a long-lasting rubefacient effect. Pharmacological experiments have shown 
that even after prolonged and repeated application no damage or irritation to the 
skin was produced. Ten minutes after applying Rubriment there is a comforting 
feeling of warmth which lasts for many hours. 

Clinical reports have been received of the efficiency of Rubriment for the relief of 
pain in such conditions as muscular rheumatism, lumbago, fibrositis, strains and 
sprains. 

Rubriment may be used to give effective relief for unbroken chilblains. 


Available in two forms 


Rubriment (2.5% nicotinic acid benzyl ester and 0.1% Capsicin) is available 
either as a cream or as a liniment, both of which are non-greasy and free from 
unpleasant odour. 

The cream is rapidly absorbed and needs only gentle application. Jt is supplied in 
tubes of 20 G. (approx.). Basic price to N.H.S. 2/2d. 

The liniment lends itself to massage, if this is required. It is supplied in bottles of 
2 fi. ozs. (approx.). Basic price to N.H.S. 3/-. 

Rubriment is not advertised to the public and can be prescribed on form E.C.10. 


Horlicks Limited 


Pharmaceutical Division - Slough - Buckinghamshire 
ee 
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a three-fold 


calming 


influence... 


RELIEVES SPASM 
RELAXES NERVOUS TENSION 
LIQUEFIES STARCH MASS 


BARDASE,* combining the antispasmodic, 
sedative and amylolytic properties of 
belladonna alkaloids, phenobarbitone and 
Taka-Diastase, presents a comprehensive therapeutic approach to the problem 
of visceral spasm. It has proved of great value in the relief and management 
of gastro-intestinal disturbances, particularly peptic ulcer and the 
irritable colon syndrome. BARDASE may also be prescribed as a useful adjunct 


to other treatment in cases of ulcerative colitis. 
* Trade Mark 


Bardase 


SPASMOLYTIC SEDATIVE DIGESTIVE AID 


Yellow sugar-coated tablets supplied in bottles of 50 and 500 


BARDASE LIQUID IS AVAILABLE IN BOTTLES CONTAINING 4 AND 16 FLUID OUNCES 


cAn 
° ~ 
< HV): PARKE, DAVIS & COMPANY LIMITED (inc. U.S.A.) HOUNSLOW, MIDDLESEX Te!: HOUNSLOW 2361 


ve -° 670 


16 


supnenes 
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The 


ELECTRIC BLANKET X in the TUBE 














FINALGON =... 


OINTMENT 


Produces a glowing feeling of warmth 
which lasts for hours 


and relieves rheumatic pain 


Tube of 20 g. 


COMPOSITION 
Nonylic acid vanillylamide 0.4 % and 
Nicotinic acid-B-butoxyethyl ester 


[APRIL 13, 1957 





25 % in a suitable ointment base. LEWIS LABORATORIES LTO., LEEDS 9 


5073/E 
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STANDING ALONE 





Jan a single therapeutic agent establish full mastery 
over a wide range of intractable conditions ? 
To this question, ACHROMYCIN tetracycline has 
undoubtedly provided the conclusive answer—for here, 
indeed, is the self-sufficient antibiotic. No other antibiotic 
has a broader antimicrobial spectrum. No other 
antibiotic—or combination of antibiotics—offers a 
wider measure of effective control. That is why 
ACHROMYCIN needs no added support in combating 
an impressive range of infections, and has won 


unqualified acceptance among doctors and 


hospitals throughout the world. 


ACHROMYCIN 


* REGD, TRADE MARK TETRACYCLINE 





THE | SELF-SUFFICIENT | ANTIBIOTIC 





Capsules - Ear Solution - Intramuscular - Intravenous - Ointment 3% 
Ointment (Ophthalmic) - Ophthalmic Powder Sterilized - Oral 
Suspension + Liquid Pediatric Drops - SpErsors* Dispersible Powder 


Soluble tablets - Syrup - Tablets - Troches 


Cyanamid OF GREAT BRITAIN LTD., London, WC2 


ap ORAZ np Epa ge 
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WARD, CASSENNE LIMITED 





ONE OF THE MOST RECENT 


BE ian 


AND POWERFUL SYNTHETIC CORTICOIDS, 


HYDRO | g 
® DELTALON 


IS RELATED TO HYDROCORTISONE AS 
DELTALONE** IS 


TO CORTISONE 





Hydrodeltalone, like 
hydrocortisone, 1s 
effective locally 

as well as by 
mouth. 





Hydrodeltalone 

, is 3 to 5 times more 
BE yision active than 

* Brand of Prednisolone hydrocortisone. 


** Brand of Prednisone 





= poem ovenrewevney 
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A TABLETS with protective coating of the individual 
hormone crystals to increase the therapeutic 
advantages by reducing gastric distress. 

Presentation: bottle of 30 tablets of 1 mg. or 5 mg. 














A INTRA-SYNOVIAL INJECTION for local 
articular and peri-articular inflammatory conditions 


Presentation: 5 ml. vial containing 25 mg. of prednisolone 
acetate per ml. in saline suspension. 





ASKIN OINTMENT with neomycin 
for infectious and non-infectious 

inflammatory and allergic dis- 

orders of the skin. 

Presentation: tube containing § or 15 g. 

Each gramme contains 5 mg. of prednisolone 

and 5 mg. of neomycin sulphate. 





A OPHTHALMIC PREPARATION for 
inflammatory and allergic disorders of the eye. 


PURCHASE TAX Presentation: eye drops: 


IS NOT APPLICABLE 3 ml. bottle containing 2.5 mg. per ml. of prednisolone 
ON HYDRODELTALONE acetate in saline suspension. 
TABLETS. 


eye ointment: 
3g. tube containing 2.5 mg. of prednisolone acetate 
per gramme. 


Available under N.H.S. prescription (Form E.C,10) 
WARD, CASSENNE LTD., 
116 Victoria Street, S.W.1 
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| ADRENOXYL 


Reduces the mean bleeding-time 


Adrenoxyl reduces the mean bleeding-time by decreasing the permeability and 
increasing the contractility and resistance of the capillary wall. 


A dry field at operation 


Adrenoxyl has been successful in diminishing capillary bleeding in a wide range 

of surgical operations. It has proved particularly useful in ear, nose and throat, 

ophthalmic and plastic surgery. In plastic surgery of the face it has been reported 

— —" there is less swelling and bruising when Adrenoxyl has 
n used. 


No‘side effects 


Adrenoxyl does not have any side effects or contraindications. It does not 
affect blood coagulation, blood pressure or pulse rate and does not possess any 
sympathomimetic properties. 


In medical conditions 
Adrenoxyl has been used with success in those medical conditions associated 
with capillary fragility. 


In the British Medical Journal (April 21st, 1956) a correspondent confirmed the 
value of Adrenoxyl in providing a dry field for the surgeon and in shortening the 
duration of the operation. 


Packs 


Ampoules: Boxes of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. 


Tablets: Tubes of 25 and bottles of 500. 
Each tablet contains 2:5.mg. of adrenochrome 
monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used. 


HORLICKS LIMITED 
Pharmaceutical Division Slough Bucks 


Literature and samples are available on request to the Medical Information Dept. 
21 
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PARENTROVITE 


Injectable B complex with vitamin C 


A massive dose of injectable B complex with vitamin C... to 
restore normal cerebral functions in toxic states due to narcotic or 
barbiturate drugs, alcohol, or acute infections. 

In boxes of 3 pairs of ampoules. Hospital pack also available, 


A preparation OROVITE, containing the same B complex vitamins in high concentration 
for oral administration, is also available. Jn tablets and elixir. 


Two groups of preparations containing the vitamin B complex in less massive concentration 


are: BECOVITE & BEFORTISS. Jn tablets, ampoules and elixirs. 


| VITAMINS LIMITED | (DEPT. B.6. ), UPPER MALL, LONDON, W.6. 
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Epanutin Capsules (/) ers. and } gr.) 
bottles of 100 and tins of | ,000. 
Epanutin andPhe robarbitone Capsules. 
Each copsule contains | 4 grs. 

Epanutin ond | gr. Phenobarbitone 
Bottles of 100 and tins of | ,000. 
Epenutin Suspension. Each 4 mi. (one 
teaspoonful) contains |OOmg. (1!) grs.) 
of phenytoin sodium 

Botties of 4, 16, and 80 fl.ozs 


a 2) 





al, 






GRAND MAL EPILEPSY 


**..a state produced by intense, spontaneous neuronal activity which 
has a tendency to spread throughout the grey matter of the brain 
with unbridled augmentation . . . like a prairie fire” 


W. Penfield 


EPANUTIN* (phenytoin sodium) offers four epileptics out of five 
the opportunity of leading normal lives. The control of seizures 
by this powerful anticonvulsant is achieved with negligible 
hypnotic effects, and is frequently accompanied by improved 
psychological outlook and mental alertness. Some cases of grand 
mal respond better to a combination of Epanutin and 


Phenobarbitone than to either of these drugs given separately. 


EPANUTIN 


anticonvulsant with minimal hypnotic action 


* Trade Mark 


te 
Carey 
_ ee, 





A 
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ten™ PARKE, DAVIS & COMPANY, LTD. (Inc. U.S.A.) HOUNSLOW, MIDDX. Tel: Hounslow 236! Ren 
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EVANS 


MEbiIcAL 





Pioneers of 
Anticoagulant 


Therapy 























THE USE OF ANTICOAGUL ANT THERAPY in suitable 

ow firmly established. To avoid or to 

treat the dangers of cessation of flow of blood by 

thrombus OF embolus formation, PULARIN 

(Heparin-Evans) and DINDEVAN (Phenindion®” 
Evans) are unexcelled. For emergency use 
PULARIN is administered intravenously, and 
of anticoagulant therapy ensured by 
administration of intramuscular 
administered Dindevan. 


cases is 1 


continuation 
subsequent 
Pularin or orally 


pularin — 
1,000 1.U./ml. 5 ml. rubber-capped pottle 


5,000 1.U./ml. 5 mi. rubber-capped bottle 
1. 5 ml. rubber-capped bottle 


12,500 1.U. mi, | mi. ampoule 
Dindevan — 


Containers of 25 and 100 tablets 


n request from Medical 


Further information 0 
t, Speke, Liverpool, 19 


Information Departmen 





; 


a ee 


EVANS 
S MEDICAL 
AL SUPP cs 
PLIES LIMITED - LIVER 
4 tRPOOL AN 
. AND LON 
NDON 
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ALL-BRITISH CORTICOSTEROIDS 


are manufactured in Nottingham in the most up-to-date 
corticosteroid plant in Europe. The following is a comprehensive list 
showing Boots full range of corticosteroid preparations. 


Delitastab 


} (Prednisolone)—Tablets of 1 mg. Bottles of 30, 100 and 500. 
Tablets of § mg. Bottles of 30, 100, 500 and 1,000. _ ' 


PREDNISONE iy 


Tablets of 1 mg. and 5 mg. 
Bottles of 30, 100 and 500. 








CORTISTAB 


(cortisone acetate) 
Tablets. Injection. 
Eye Drops. see. 3 
Eye Ointment. ae . 


i 
; 
ps 
— 


ee 








HYDROCORTISTAB [Pa “Tae | Gare 
} (Hydrocortisone) : aa a i 
Tablets. Intrav. Injection. : 

Local Injection. Ointment. 
Cream. Eye drops. Eye Ointment. es ee Ge 
Lotion. 








HYDROMYCIN 


(Hydrocortisone with Neomycin) 
Ointment. Ear/Eye Ointment. Po 
Ear/Eye Drops. 











Literature and further 
information gladly sent on request 


BOOTS PURE DRUG CO. LTD. 
NOTTINGHAM ENGLAND 
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INTRAVENOUS THERAPY may often 
be difficult owing to the inaccessi- 
bility of suitable veins or the rest- 
lessness of the child. Subcutaneous 


administration must be undertaken. 


A CLEAR CASE FOR ‘HYALASE’ the 
enzyme hyaluronidase. ‘Hyalase’ 
enhances the spread and absorption 
of fluids given by the subcutan- 
eous route. Large volumes of 


solutions, such as 


BENGER LABORATORIES LIMITED 


#.6 (REV.) 


26 






glucose, (\| 


- —" 


HOLMES CHAPEL 


(upPER) Without Hyalase. (Lower) With Hyalase. 


sodium chloride, etc., can be given 
quickly and painlessly by this 
method. ‘Hyalase’ may be injected 
into the site, or injected through 
the tubing of the giving-set at the 
commencement of infusion. 


FULLY-DESCRIPTIVE LITERATURE 
containing new and interesting 
uses for ‘Hyalase’, is available and 
a Technical Information Ser- 
- vice is always at your disposal. 





A 


| BENGER ) 


PRODUCT 


CHESHIRE 
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Asains| MIGRAINE 


introducing 


trade mark brand 


1-[3—(3-CHLORO~10—PHENOTHIA ZINYL )PROPYL ]~4—METHYL~PIPERAZINE DIMALEATE 


‘Stemetil’ is a new phenothiazine derivative for the symptomatic 
management of migraine and kindred conditions, labyrinthine dis- ’ se ; . 
orders, giddiness of other origins, nausea and vomiting. The drug Rapid relief of visual disturbances 


is administered orally, or if necessary, in the form of suppositories. 
Hi “4 aye *k Effective suppression of headache 
Presentations: Tablets of 5 mgm. and suppositories of 25 mgm. ae — 


Detailed information is available on request. ot Complete control of nausea and vomiting 


S€ Low toxicity in therapeutic doses 
MANUFACTURED BY MAY & BAKER LTD 


An M&B brand Medical Product MA39 


73 
LL dé Heed Ee EE edd Ee e@ eed eee edd e@edd ed eeeeeededdeédecddeceeeeedeecceezdeeedecedeceeeegecccc sacle 
DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD * DAGENHAM 
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PRO-BANTHINE* FOR ANTI-CHOLINERGIC ACTION 





A Combined Neuro - Effector 
and Ganglion Inhibitor 


Pro-Banthine* consistently controls gastro-intestinal 


hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anti-cholinergic 
compound. Its unique pharmacological pro- 
perties are a decided advance in the control of 
the most common symptoms of smooth muscle 
spasm in all segments of the gastro-intestinal 
tract. 

By controlling excess motility of the gastro- 
intestinal tract, Pro-Banthine has found wide 
use’ in the treatment of peptic ulcer, functional 





diarrhoeas, and regional enteritis and ulcerative 
colitis. It is also valuable in the treatment of 
pylorospasm and spasm of the sphincter of Oddi. 

It was found? that Pro-Banthine orally was 
an “inhibitor of spontaneous and histamine- 
stimulated gastric secretion” which “ resulted 
in marked and prolonged inhibition of the 
motility of the stomach, jejunum and 
CHOh....- 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with para-sympathetic 
inhibition. Dryness of the mouth and blurred 
vision are less severe with Pro-Banthine than 
with certain other potent anti-cholinergic agents. 

In the above series*, “Side effects were 
entirely absent in single doses of 30 or 
“Omg... 

Pro-Banthine Bromide (2'-diisopropylamino- 
ethyl xanthene-9-carboxylate methobromide) 
brand of propantheline bromide, is available in 
sugar-coated tablets of 15 mg. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tab- 
lets (30 mg.) at bedtime will be adequate. Full 
literature is available on request. G. D. Searle 
& Co. Ltd., High Wyeombe, Bucks. Tel. High 
Wycombe 1770. 


‘Registered Trade Mark. 


‘Gastroenterology (1953) 25 : 416. 
Gastroenterology (1953) 25 : 24. 
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Joint Licensees and Manufacturers : 





“ But that’s just the point, Mr. Baxter... 


. it’s quite important to remember the difference between the two. Globin insulin 


contains a foreign protein, globin, to modify the action of the insulin, whereas I.Z.S. contains 


no protein or peptide, other than the insulin itself. Let me stress once again, gentlemen, that 


the prolonged effect of I.Z.S. depends entirely on the appropriate adjustment of the particle size 


of the zinc insulin compound. It is because the effect of I.Z.S. is independent of any 


modifying protein, that allergic reactions following its use are practically unknown. 


That is precisely why I.Z.S. is so suitable as the single daily injection of insulin in about 


90 per cent. of diabetic patients. 


1.Z.S. A.B. Vials of 10.c.c. 40 or 80 
units per C.c. 


I.Z.S. (Amorphous) A.B. Vials of 
10 c.c. 40 or 80 units per c.c. 


I.Z.S. (Crystalline) A.B. Vials of 
10 c.c. 40 or 80 units per c.c. 


Any other questions ?” 


J Cnsulin 
ine 
“Suspension AB. 


TRADE MARK 





ALLEN & HANBURYS LTD 
LONDON E2 


THE BRITISH DRUG HOUSES LTD 
LONDON NI 
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Autonomic imbalance 





responds readily to treatment with 


BELLERGAL 


Each Bellergal tablet contains a vagal inhibitor 


(0.1 mg. Bellafoline), an inhibitor of adrenergic 
impulses (0.3 mg. Ergotamine Tartrate B.P.) and 
a sedative of the autonomic nervous centres in the 
brain stem (20 mg. Phenobarbitone B.P.). Bellergal 
therefore exerts a sedative effect on the entire 


autonomic nervous system. 


Indications for Bellergal therapy : 
* Anxiety neuroses 
* Menopausal disturbances 
* Dysmenorrhoea 
* Pink disease 
* Motion sickness 





Packages: Bottles of 25, 100, 250 and 1000 tablets 


Literature and samples S available on request 
SANDOZ 


SANDOZ PRODUCTS LIMITED 
134, Wigmore Street, London, W.I 
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hypermotility 





anxiety tension 


Combat the 


peptic ulcer triad with 
Collubarb tablets 


Each active constituent in COLLUBARB has a specific function in the 





SOOSSSSSSESSSESSESESSSESESSESEHESEEHESEEHECHESESHEEOEEESEOEOSESES 


treatment of dyspepsia, hyperacidity and peptic ulceration, and pro- 





vides effective symptomatic relief. 


HYPERCHLORHYDRIA Aluminium Hydroxide 5 gr. (320 mg.) 
ANXIETY TENSION Phenobarbitone } gr. (16 mg.) 
HYPERMOTILITY Atropine Sulphate 1/500 gr. (0.13 mg.) 


Presentation Cartons of 24 and 100 (film wrapped) 
Containers of 500 


EVANS 


Eo:cAl = 





EVANS MEDICAL SUPPLIES LTD, LIVERPOOL & LONDON 
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DEV 


The easily written, easily remembered contraction for 


Acid-Stable ORAL Penicillin 


‘Distaquaine’ V 


Pe TRO eaten ememenenee 





tra le mark 
Crystalline penicillin V, free acid 
! 
«=== - ~~ == === === === ------------ _ 
| ! 
| DQV TABLETS DOV ELIXIR | DQV SULPHA | 
| | | [ 
| Each tablet contains Each dose (4 fi.dr.) con- Each tablet contains | 
| 60 mg. penicillin V tains 30 mg. penicillin V | esha tehadbatdins | 
| Bottles of 30, 200 and Bottles of 2 fl. oz. 0.14gm.sulphamerazine | 
Bottles of 30, 200 and 
| 1000 (30 doses) | oo | 
Ra scene seme: ssh ig gps tm: emus uh: ian sgh “ei gil ips el sip alah: i ‘isin ia. in nasi ae alam oll 
DOSAGE 
Adults: 60 mg. or more every four hours f 


Children: Half the adult dose i 


Manufactured by 
THE DISTILLERS COMPANY (Biochemicals) LIMITED 


owners of the trade mark ‘Distaquaine’ 


PPH 30/56 
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‘LANOXAIN 


THE NEW NAME FOR THE ORIGINAL 


DIGOXIN 


When we discovered Digoxin in 1930 we used no other name to distinguish it. 





In those days, there was but one Digoxin—that issued by B.W. & Co. Today, 
it has become necessary to provide prescriber, pharmacist and patient through- 


out the world with that safeguard which a trade mark imposes... 


THAT TRADE MARK IS ‘LANOXIN’ 





* Tabloid 0. Digoxin BECOMES 
‘Lanoxin ’.... Digoxin, B.P. (compressed) 


NEW TITLE 


Solution of Digoxin ‘B.W. & Co.’ Becomes 
* Lanoxin ’.... Digoxin Oral Solution 


‘Lanoxin ’... Injection (for intramuscular or 
NEW intravenous injection). Boxes of 6 x 2 c.c. ampoules, 


PRODUCTS each containing 0°5 mgm. 


‘Lanoxin ’.... Digoxin Paediatric Elixir 
Bottles of 2 fl. oz., containing 0°05 mgm. per c.c. 


NO CHANGE ‘Wellcome’... Injection of Digoxin 
‘Wellcome’... Sterile Alcoholic Solution 


OF TITLE of Digoxin 

















N.B. Whenever oral Digoxin is ordered ‘ Lanoxin’ may be dispensed 


_ WELLCOME & CO. (tie weucome rounoation iro.) LONDON 
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Distinguished Record 


Three years of clinical use have given ‘Ilotycin’ brand Erythromycin a distin- 
guished record of remarkable safety. Highly effective against staphylococci, 













streptococci and pneumococci, ‘Ilotycin’ exerts negligible effect on the colon 
bacillus and does not give rise to the extremely dangerous staphylococcal 
enterocolitis. It is particularly valuable against penicillin-resistant staphylo- 
cocci and has become the logical first choice antibiotic after penicillin. ‘Ilotycin’ 
is the surest and safest way of combating a wide range of common infections 
encountered in general and hospital practice, and can be life-saving in over- 
whelming infections where prompt response is vital. 
The average daily dose is 1 Gm., increased in severe infections. 


‘[lotycin’ is available as Tablets of 100 mg. and 250 mg., and as ‘Ilotycin’ Paediatric 
Sor oral suspension. 









‘TLOTYCIN’ 


Originated by Lillv 





EL! LILLY AND COMPANY LIMITED, BASINGSTOKE, ENGLAND 





made 


PURELY 





for him... . AS 


OSTERMILK... 


No. 1 fat-modified; No. 2 full-cream; both containing added iron and vitamin D. In1 |b. tins. 


GLAXO LABORATORIES LTD . GREENFORD - MIDDLESEX BYRon 3434 
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DISEASE AND POPULATION * 


A. Leste Banks 
M.A. Camb., M.D. Lond., F.R.C.P., D.P.H. 
OF LINCOLN’S INN, BARRISTER-AT-LAW ; 
PROFESSOR OF HUMAN ECOLOGY, UNIVERSITY OF CAMBRIDGE 

In medieval times the pattern of disease was such 
that a physician trained in an Eastern city could practise 
his art in Europe, subject only to the restrictions of 
language and certain modifications due to climate. 

The average expectation of life from birth in Europe 
did not exceed 19 years, and in the big cities was at times 
considerably less (Sand 1952). The biological balance 
was one of high birth-rates, high death-rates especially 
in infancy, diseased adults, and few old people. 

The underlying causes are sufficiently well known. 
War, pestilence, famine, and the mass movements of 
people all predisposed to the great epidemics. Severe 
malnutrition, bad housing, and lack of cleanliness 
encouraged the spread of disease, and parasitic infesta- 
tions, both major and minor, were universal. Above all 
were the effects of ignorance and superstition. 

The Changing Picture in the West 

In Western Europe this pattern began to change about 
250 years ago, and subsequent developments may be 
traced in four stages. Firstly, the slow improvement in 
economic and social standards extending over the 17th, 
18th, and 19th centuries resulted in increased wealth, 
better housing, improvement in the standard of nutrition, 
and a general awareness of the desirability of conserving 
life. Secondly, from about the year 1848, came a 
deliberate and sustained attack on the faulty physical 
environment. The quantity and quality of water- 
supplies, the proper disposal of sewage, and improvement 
of housing and working conditions all received attention. 
Next, towards the latter part of the 19th century, may 
be seen increasingly successful attempts to control the 
biological environment, beginning with the recognition 
of the nature of infection and the segregation of infectious 
cases in “‘ isolation ’’ hospitals. Intensive study of the 
causes of the various infectious diseases led to effective 
measures for their prevention. 

The fourth stage—the improvement of the social 
environment—has reached its peak in the present 
century, with the organisation of health and welfare 
services on a national scale. In this country, for example, 
the National Health Service, National Assistance, compre- 
hensive education, housing and town-planning, smoke 
control, the protection of water sources by river boards, 
and the safeguarding of the quality and quantity of food 
have all reached full development within recent years. 
Above all, countries like our own can now rely on accurate 
statistics and stable government. 

Some of the results are quite extraordinary. In 
England the year 1856 was a good one (Farr 1858). 
Potatoes were 26 lb. for ls. in the wholesale market, and 
beef and mutton 5}d. per lb. The population of England 
and Wales was 19 million, with a birth-rate of 34-5 and 
a death-rate of 20-5, but 20% of all deaths were due to 
acute fevers, and 25% of all deaths occurred in the first 
year of life. In that year 94,000 infants died. ‘* Con- 
sumption,’’ with 49,000 deaths, accounted for 12-7% of 
the total mortality. Included in the principal causes of 
death were cholera, smallpox, typhus, and dysentery. 
The average expectation of life from birth of the most 
favoured classes was only about 45 years; but, even so, 
the population was rapidly increasing, in spite of emigra- 
tion. It is worthy of note that 170,000 people emigrated 
in 1856, of whom 80,000 were Irish and 72,000 English 
and Welsh. 


* Abridged from an address given to the Science Masters’ 
Association on Jan. 3, 1957. 
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Turn now to the year of my birth, in London in 1904. 
According to the report of the medical officer of health 
it was a hot dry summer, and “ during these months 
there was consequently a great increase in infant deaths, 
due to epidemic diarrhea.’ The infant-mortality rate 
was 155 per 1000 live: births as compared with 24-9 
today, and one-seventh of all deaths were due to infectious 
disease. Although the birth-rate was falling it was still 
high as compared with the present day, and so also was 
the death-rate. The expectation of life from birth was 
now 40-45 years for all classes. 90% of the London 
schoolboys examined in that year had dental caries and 
in 70% this was serious. Ringworm was common and 
the report recognised want of cleanliness and lack of 
food as the principal evils of children (London County 
Council 1904). 

Today the picture is again different. The death-rate 
is low (11-7 per 1000), and so also is the birth-rate at 
15-0. Children and adults are healthy, and the pro- 
portion of people aged 65 and over has risen to 11%, 
compared with 5% in the year 1901. The principal 
causes of death are those of middle life, with cardio- 
vascular disease and cancer in the lead. The death-rate 
from infection is insignificant, but there is increasing 
preoccupation with mental stress and illness, and with 
the neurotropic viruses. 

It seems clear that we can expect relatively little 
further improvement in our vital statistics, unless it 
becomes possible to prevent or cure cancer and circu- 
latory diseases, and indeed we must expect, in our type of 
society, to face an increasing burden of the elderly infirm 
due to the numbers now surviving to later life. 


Disease in Underdeveloped Areas 


We can be said to live in two worlds. Approximately 
one-sixth of the population of the world are now healthy, 
and wealthy, although perhaps not particularly wise. 
They are able to control their environment and, even 
more important, their rate of reproduction. They have 
adequate food, shelter, and medical care. 

Before proceeding further, to discuss the so-called 
underdeveloped areas of the world, it is necessary to 
stress the fallibility of the statistics. Adequate statistics 
are available for about one-third of the world, rough 
estimates obtain for another third, while the statistics 
for the remainder are generally inadequate (United 
Nations 1952). It should be xoted, also, that much of the 
data on which reliance is placed today was collected in 
the years immediately after the war. It is possible, 
therefore, that this reflects the fluctuations following the 
second world war and does not truly mirror the conditions 
which would prevail in times of stability. 

The population of the world in 1954, according to the 
United Nations Statistical Office, was 2652 million 
(United Nations 1955). More than half (1451 million) 
lived in Asia, the remainder being distributed as follows : 


Europe bs oe ee 404 million 
America ee oe “ ae <- 35 - 
Africa ‘ os i = pi 210 o» 
U.S.S.R. (not included in Europe or Asia) 214 - 
Oceania ses . oe we aon 14 


In parts of Asia and Africa the disease picture resembles 
that of medieval Europe, for the individual may suffer 
from fivé or six diseases. The people are at risk from the 
killing diseases of temperate climates in addition to 
‘* tropical’? diseases. Severe malnutrition is common, 
and added to this are the harsh physical environment, 
poverty and ignorance, bad housing, and often the 
crumbling of the ancient social patterns. Birth-rates 
are high, but so are death-rates, and the natural picture 
of population has been one of slow increase with sharp 
cuts due to famines or epidemics. 

That was the picture in many areas until about ten 
years ago. Indeed, the year 1947 may be considered, 
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like the year of the Black Death, a turning-point for the 
world, for it was then that the first effects of the mass 
attack on malaria became apparent. 

It is now possible to launch attacks on disease at 
national and international levels, and on several fronts 
at the same time. Environmental sanitation is rapidly 
being improved, and especially the chlorination of water- 
supplies, so that cholera, dysentery, and enteric fever, are 
declining in importance. Malaria, predominantly a 
disease of rural areas, with 300 million cases a year in 
the world and 3 million deaths, is now being attacked 
through the mosquito at a cost of 15-50 cents per head. 
In Ceylon in one year, 1947, the death-rate was almost 
halved from this cause alone. Yaws, which affects most 
land areas between the Tropics, can be cured by one 
injection of penicillin at a cost of 2 dollars per head. 
Tuberculosis, the greatest killer of all, is now being 
assailed in many ways, including immunisation with 
B.C.G. 

Bilharzia, estimated in 1947 to affect 114 million 
people (Stoll 1947), is receiving increasing attention, and 
so also is hookworm, which by reason of its distribution 
from 36° north to 30° south of the Equator can affect 
half of the inhabitants of the world. Trachoma, a serious 
sause of blindness in both arid and wet tropical and sub- 
tropical regions, is readily amenable to modern thera- 
peutic and preventive measures. 

Malnutrition, as evidenced by beriberi, pellagra, 
scurvy, rickets, and nutritional anzmia, in addition to 
protein deficiencies under various titles such as that of 
kwashiorkor, is now being treated on a vast scale by the 
provision of vitamins and dried milk. 

The results are, at first sight, catastrophic, for, while 
death-rates are being cut by half, birth-rates remain 
high or are rising. Examples of the high birth-rates 
prevailing in various parts of the world are the following : 


Venezuela in 1955. P ‘ 17-1 
Mexico in 1954. ‘a ai 46-4 
Ceylon mi1955 .. : ’ 37°9 
Chile in 1955... ins 35-0 
India in 1955 . 30-5 


The corresponding rate for England and Wales is 15 
per 1000 population. 

Many more people are now surviving to adult life and 
reproductive ages as a direct result of the control of the 
killing diseases. -But other factors are at work also. The 
control of famine, the reduction of losses in small and 
local wars, improved transport and communications, 
rising economic standards, education, and good govern- 
ment, are all playing a part. 


Problems of Population 


In Puerto Rico the expectation of life at birth has 
increased by over one year per annum since 1940. This 
is at least twice, and often three times, as high as the 
maximum national rates ever recorded in the populations 
of the West. Even so, the Puerto Rico rates were 
doubled by Japan between the years 1947 and 1950 and 
trebled by Ceylon between the years 1946 and 1949 
(Stolnitz 1955). 

In India the infant-mortality rate in 1910 was 260 
per 1000 live births. In 1951 it had fallen to 116. If 
this rate can be reduced to 35 within the next twenty 
years, as seems possible, it will have fallen from 260 to 
35 in seventy years. 

In Brazil the crude death-rate for 1940-50 was between 
19 and 20 per 1000, whereas the birth-rate for the same 
period was between 43 and 44. The rate of natural 
increase was 23 per 1000, and the expectation of life from 
birth has risen to 42 or 43 years. 

In the Sudan fhe pilot census of 1955 showed a crude 
death-rate of 37 per 1000 and a birth-rate of 56 per 1000. 

Many parts of the world are, therefore, able to demons- 
trate changes in their vital statisti¢s over a period of ten 
to fifteen years which took us seventy or more years to 
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accomplish. They can, in fact, go on and beat the 
Western figures for low death-rates because of their high 
proportion of young people. 

It is at first sight odd that Oceania should have the 
highest rate of increase at 2-5% per annum, but this is 
explained by immigration. The United States of America 
and China come next with an increase of 2% per annum, 
followed by Asia, Africa, and the U.S.S.R. with about 
15% per annum. Europe is well behind with 0-7% 
per annum. 

The average world population increase is about 1-5% 
per annum, and when it was thought that food pro- 
duction was only increasing at the rate of 1% per annum 
(0-04% in the Far East), the picture gave cause for 
immediate alarm. The latest reports of food production, 
both as to quantity and stability of output, are more 
reassuring (Food and Agriculture Organisation 1956). 
Even so, after allowing for all statistical fallacies, 
100,000 births a day are something to be reckoned with. 

The most recent World Health Organisation statistics 
show a tendency to stabilisation of birth and death rates 
in the period 1951-55, with a slight overall decrease 
(World Health Organisation 1956). The infant-mortality 
rate is declining rapidly, and in 1955 Sweden set up a 
new record with 17 infant deaths per 1000 liveborn. 
This is the lowest rate ever recorded in the world, and 
san be contrasted with 422 per 1000 in Maceio in Brazil 
in 1943 and 353 in Saigon in Vietnam in 1947. As the 
improvement of infant-mortality rates turns on such 
matters as family income, feeding, housing, sanitation, 
the working conditions of women, and the control of 
mass diseases including malaria, it is a reliable indication 
of the measure of improvement of those conditions also. 

It should be remembered that only certain countries 
have an immediate population problem. Egypt, for 
example, is heavily overpopulated, whereas Iraq and 
Persia are not. In general, the problem appears in its 
most acute form in islands. Quality, as well as quantity, 
is involved. The fertility of the people of agricultural 
areas is particularly affected, and that of market- 
gardeners and paddy and coconut workers in Ceylon 
is now 40% higher than that of the people of Ceylon as a 
whole. That is, of course, primarily due to the control 
of malaria. 

When discussing the growth of population it is tempting 
to blame the doctors for upsetting the balance of Nature, 
and it is often forgotten that the people are themselves 
demanding the prevention of disease. There are many 
other factors involved, besides the advance of medical 
science. There is, for instance, the cultural pattern 
which demands large families ; the duty, often reinforced 
by religion, to perpetuate the family ; and the need of 
agricultural peoples, using primitive methods, for large 
families if they are to survive. The removal of taboos 
on sexual intercourse, which in some parts of India 
covered as many as 120 days in a year (Chandrase- 
karan 1954), must also be taken into consideration. 
It is possible also that the biologists may, as a result of 
their studies of population changes in animals, have 
something to contribute to our knowledge of the natural 
rhythm of growth of human populations. 


Population Control 


The most obvious remedy is some form of birth-control 
which would be widely acceptable. The various methods 
include total abstention from sexual intercourse ; partial 
abstention by the rhythm method, which requires an 
ability to count, the wish to codperate, and some elemen- 
tary knowledge of biology ; mechanical methods which 
require a trained physician working in maternity and 
child-welfare centres (which do not yet exist in many 
areas); and the “ little pill,’ containing some substance 
which will interfere with the maturation of the sex cells 
or embryo. If, and when, the latter becomes available 
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it will need to be tested, manufactured on a commercial 
scale, and sold at prices which the people can afford— 
its use being acceptable to them. 

We must face the fact that there is no short cut, and 
that the present rapid growths of population will involve 
a period of turbulence and instability for the areas 
concerned for perhaps fifty years or more. 

Meanwhile the results of the medical advances have 
not all been bad. Malaria control has resulted in large 
tracks of land being brought into cultivation, and the 
improved health of the workers has meant increased 
production, both of food and of industrial products. 
The control of hookworm alone is said to increase the 
working efficiency of affected people by 25% or more, 
and similar results will attend freedom from other 
diseases. The people most concerned are those living in 
the rural areas of the world and responsible for the 
production of food. Improvements in transport and 
communications mean, in turn, the possibility of 
improved distribution of food. 

There is also the changing attitude towards women, 
with outlets other than marriage, in the fields of teaching, 
nursing, and industry. Nor must it be forgotten that the 
means to combat ignorance and prejudice are becoming 
increasingly available, both by the extension of formal 
education and by the radio and television. 


Conclusion 


The first and most urgent need is to obtain true and 
reliable statistics of population and of food production, 
so that we may have an accurate world picture. There 
is also an urgent need for combined action to study the 
problems of areas where the pressures seem to be greatest. 
The persons required for such investigations include 
geographers, biologists, agriculturists, economists, veteri- 
narians, anthropologists, administrators, and medical 
men. 

Until we have full knowledge of the problems of 
population growth it will be as well to observe the ancient 
maxim, ‘‘ festina lente,’’ for the happiness of a people 
does not necessarily turn only on an increased expectation 
of life. 
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. in the 50 years of sexual activity, a healthy man 
produces a trillion sperms—to produce 4 children on the 
average : 250,000,000,000 per child. To gain an idea of what 
a trillion really means is like trying to encompass the magni- 
tude of the national debt. But let us try: On Feb. 10, 1938, 
the editor of the Baltimore Sun, concerned with the growing 
number of persons on the Federal payroll, then 1,000.000, 
published on the editorial page what looks like a blank, but 
actually contains a newspaper half-tone of 1,000,000 dots 
—1,000 rows of 1,000 dots each. A lot of dots! However, to 
represent the number of sperms a man can produce in a life- 
time would require a million editorial pages like this. The 
paper necessary to produce 1,000,000 such pages would require 
5 acres of forest trees. Let me, however, inject at this point 
that this selfsame man also has a quadrillion of brain cells 
which are always available for the exercise of reason and self- 
control !— Dr. Cart G. Hartman, Trans. Amer. gynec. Soc. 
1956, 79, xeviii. 
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OraAL administration of vitamin B,, plus intrinsic 
factor represents a rational treatment of pernicious 
anzemia, and this combination has come into wide use 
in the past three or four years. With such treatment, 
however, in some cases a good initial response has been 
followed by a decrease in hemoglobin level and red-cell 
count (Mollin and Ross 1954, Meulengracht 1955, 
Norregaard 1955, Lowenstein et al. 1956). 

In the past two years we have observed this phenom- 
enon several times. Occasionally, the blood status may 
be improved by increasing the dosage, but usually the 
oral treatment has to be supplemented by injections. 
Vitamin B,, intramuscularly or liver preparations with 
vitamin B,, have always resulted in hematological remis- 
sion. Fig. 1 illustrates this form of response in one of our 
patients. 

Using ®°Co-labelled vitamin B,, we have investigated 
the absorption of vitamin B,, and the effect of intrinsic 
factor in different groups of patients with pernicious 
anemia. As a result of this investigation, we have 
demonstrated the reason why oral treatment fails in 
some patients. 

Material and Method 

Our series of patients may be divided into three groups : 
A, untreated pernicious anemia; B, injection-treated, 
with vitamin B,, or liver preparation ; C, orally treated 
for six months to four years with preparations containing 
hog pyloric mucosa plus vitamin B,.. 
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Fig. |—Blood findings and treatment in case of pernicious anemia. 


Period 1: ‘Cycoplex’ 6 capsules daily. Period 11: cycoplex 2 
capsules daily. Period m1: cycoplex 6 capsules daily. Period 
1v: liver extract intramuscularly for six days (a total amount 
of 540 ug. vitamin B,,). Period v: ‘Exopylorin’ 5 g. daily. 
(1 capsule of cycoplex contains vitamin B,, 5 ug. plus dried hog 
pyloric mucosa 50 mg. 5 g. exopylorin contains 3-5 g. dried 
total hog pyloric gastric wall plus 1-5 g. dried liver-residue from 
manufacture of liver-extracts.) 
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PROPORTION (%) OF ADMINISTERED © co 
V/TAMIN 8,2 EXCRETED IN URINE IN 24 hr 


i. i i L i L 
O 25 50 100 200 300 400 
DRIED HOG PYLORIC MUCOSA (mg.) 
Fig. 2—Urinary excretion in Schilling test performed with different 


amounts of hog pyloric mucosa in 4 patients with untreated pernicious 
anamia. 





The method used in the investigation was the Schilling 
(urinary excretion) test. 0-5 ug. labelled vitamin B,, 
(0-1 uC) is given by mouth, and two hours later 1 mg. 
unlabelled B,, is injected intramuscularly; urine is 
collected for twenty-four hours. All patients had a normal 
kidney function as measured by endogenous-creatinine 
clearance. In healthy subjects we had previously found 
by this technique a urinary excretion of 10-38% of the 
dose. In patients with pernicious anemia the excretion 
ranged from 0 to 8%. 

Results 

Fig. 2 shows the results in untreated patients (group A). 
A dosage-response curve was plotted for the preparation 
dried hog pyloric mucosa. An increased dose of intrinsic 
factor was found to give a larger urinary excretion, 
indicating increased intestinal absorption. This “ stoi- 
chiometric ’’ relationship applies only, however, up to a 
certain limit. If the amount of intrinsic factor is increased 
beyond this limit, there will be only a slight increase in 
the absorption of vitamin B,,. These results confirm 
previous findings. 

In the same way, we studied 2 patients who had been 
on injection treatment for more than three years (group 
B). Fig. 3 indicates that these patients show the same 
absorption as untreated patients. 

On the other hand, the study of 9 patients who had 
been on oral treatment (group C) for six months to four 
years gave quite a different result. Fig. 4 shows that of 
these 9 patients 7 exhibited an absorption of vitamin B,, 





W 

oO 
T 
ry 


N 

4] 
T 
i 








nN 
o 











PROPORTION (%) OF AOMINISTERED ©°Co 
V/TAMIN 8y2 EXCRETED IN URINE IN 24 hr 
a 


ee ' - 4 L A = 
0 25 50 100 200 300 400 
DRIED HOG PYLORIC MUCOSA (mg.) 





Fig. 3—Urinary excretion in Schilling test performed with different 
amounts of hog pyloric mucosa in 2 patients with pernicious anemia 
treated by injection for three years. (Hatched area represents values 
for 4 untreated patients.) 
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Fig. 4—Urinary excretion in Schilling test performed with different 
amounts of hog pyloric in? p with pernicious anamia, 
orally treated for a half to four years. (Hatched area represents 
values for 4 untreated patients.) 





which, with the same dose of intrinsic factor, was 
decidedly inferior to that found in groups A and B. Only 
2 patients of group C showed the same absorption as 
groups A and B. Of the 7 patients with poor absorption 
only 3 had been showing a falling hematological status for 
some months. The duration of the disease did not appear 
to be of decisive significance. 

In addition to these 9 patients, we studied 6, also on 
oral treatment. They are not included in fig. 4, as they 
had only a few doses of intrinsic factor, but the results 
were exactly the same. 


URINARY EXCRETION IN SCHILLING TEST PERFORMED WITHOUT 
INTRINSIC FACTOR AND WITH TWO DIFFERENT SOURCES OF 
INTRINSIC FACTOR. FIGURES ARE PERCENTAGES OF ADMINIS- 
TERED *°Co VITAMIN B,, EXCRETED IN URINE IN TWENTY- 
FOUR HOURS 


Intrinsic factor 





Patients “ei 
None grt ly 100 ml. human 
mucosa gastric juice 

1-7 0 21-0 
0 1:8 23-4 
Orally treated pernicious 0 3-7 15-5 
anemia 3-7 11-2 30-1 
0-6 11-6 22-0 
1:8 16-4 18:8 
7 22-6 20-9 
Untreated pernicious 0-7 22-2 24:3 
anremia 2-7 23-2 20-7 


The intrinsic-factor preparation used in these experi- 
ments was not highly purified. We therefore repeated the 
experiments, using a highly purified preparation of 
intrinsic factor also made of hog pyloric mucosa. In 
untreated and injection-treated patients 2 mg. of this 
preparation gave maximal absorption of vitamin B,,, 
whereas in orally treated patients even 4 mg. gave very 
poor absorption. 

As far as we know, this finding has not previously been 
reported. It raises numerous new problems of theoretical 
and practical interest. 

All commercial stomach preparations are made of hog 
stomachs, so the intrinsic factor administered in treat- 
ment is of heterologous origin. Our orally treated patients 
with poor absorption were therefore given human 
intrinsic factor in the form of 100 ml. human gastric 
juice administered with the labelled vitamin B,,. The 
results are given in the accompanying table, which shows 
that after administration of human intrinsic factor there 
is no demonstrable difference between orally treated and 
untreated patients. 
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2 patients of group C were also given 100 ml. human 
gastric juice, but neutralised to pH 7. This resulted in 
exactly the same good absorption as administration of 
acid gastric juice. Conversely, we were unable to increase 
the absorption of B,, in group C by adding 100 ml. 
0-1 N HCl plus pepsin to the hog pyloric mucosa 
preparation. 

At present we cannot explain these phenomena. 
Possibly the intramural ‘intestinal acceptor ’’ postu- 
lated by Glass et al. (1954) is affected by long-term 
treatment with heterologous intrinsic factor. 


Summary 


In patients with untreated pernicious anemia the 
absorption of vitamin B,, can be considerably increased 
by quite small amounts of hog pyloric preparations. 

After treatment for some time with preparations of 
vitamin B,, plus pyloric mucosa, this absorption is more 
or less distinctly ‘* blocked’ in some cases. The cause 
of the ‘*‘ block”’ is not yet known, but it is not present 
when homologous intrinsic factor is administered. 

This ‘ block’ is presumably the cause of the failure 
in some cases of oral treatment with preparations of 
vitamin B,, plus intrinsic factor. 

We wish to thank Dr. Lester Smith of the research division, 
Glaxo Laboratories, for supplying part of the labelled 
vitamin B,,, and Medicinalco Ltd. and Gea Ltd., both of 
Copenhagen, for liberal supplies of the _ intrinsic-factor 
preparations. This study was supported in part by the 
Statens Videnskabsfond, University of Copenhagen. 
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CARBUTAMIDE (N (p-aminophenylsulphonyl) N?! [n- 
butyl] urea) and tolbutamide (N (p-tolylsulphonyl) N? 
[n-butyl] urea) in a dosage of 20-80 mg. per kg. of body- 
weight daily (Bertram et al. 1955, Franke and Fuchs 
1955, Deutsche Medizinische Wochenschrift 1956) reduces 
the blood-sugar level in healthy people and some 
diabetics. 

Several points in carbohydrate metabolism have been 
suggested for the action of these sulphonylureas: they 
may reduce the absorption of carbohydrate from the gut 
(Friedlich et al. 1956); stimulate the secretion of insulin 
from the pancreas (Kracht and Rausch-Stroomann 1956) ; 
enhance the action of insulin in the tissues by inhibition 
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of the enzymes which destroy insulin (Mirsky et al. 


1956); depress the secretion of the hyperglycemic 
factor, glucagon, from the «-cells of the pancreatic 


islets ; or inhibit hepatic glucose-6-phosphatase with the 
result that the breakdown of glycogen to glucose is 
reduced (Hawkins et al. 1956). 

Most of these hypotheses are based on experiments 
with large doses in animals. We undertook the following 
studies to determine whether evidence for any of them 
could be obtained in man. 

Investigation 

To investigate different aspects of carbohydrate meta- 
bolism the following tests were made before, and repeated 
during, treatment with the sulphonylureas : 


(1) Carbohydrate digestion and absorption were investi- 
gated by using a standard breakfast test (Duncan 1947) and 
by oral and intravenous glucose-tolerance tests. 

(2) Sensitivity to the action of insulin was investigated by 
combining an injection of soluble insulin with the above- 
mentioned tests. 

(3) The arteriovenous difference in blood-sugar levels was 
measured during the glucose tests. 

(4) Because of its bearing on the arteriovenous difference 
the peripheral blood-flow was measured in the forearm. 

(5) Possible alteration of intermediary carbohydrate 
metabolism was investigated by measuring the level of 
a-keto-acids in the blood during the tests. 

(6) Glycogenolysis in fasting patients was investigated by 
injecting a test dose of glucagon intravenously. 


Clinical Material 
29 patients, with fasting blood-sugar levels above 
100 mg. per 100 ml., were selected from the Guy’s Hospital 
diabetic clinic because it seemed likely that they would 
respond to the hypoglycemic agents, or because diet and 
insulin had not controlled their diabetes. 


The group consisted of 17 females and 12 males aged 
16-82 (mean 61). The average duration of diabetes was 6'/, 
years. 11 patients were obese and 7 thin. 20 of them had 
complications of diabetic origin: 10 had diabetic cataracts, 
7 diabetic retinitis, 10 vascular disease, 3 albuminuria and 11 
neuropathy. 

Each patient was studied in hospital for at least three weeks. 
The diet which had been prescribed at the clinic was continued 
in hospital. Its preparation was supervised by a dietitian. 
Any insulin required was given as the soluble preparation two 
or three times a day. 


Laboratory Methods 


Routine 
The 24-hour urinary excretion of glucose was measured 
by the quantitative Benedict (1911) method, and 


colorimetric estimations of glycosuria and acetonuria 
were made at 4-hour intervals throughout the day. 
Samples of capillary blood were taken each day at 2.30 
p.M. for estimation of the blood-sugar level by the 
Schaffer-Hartmann method as described by King and 
Wootton (1956). The patients were weighed and had 
their blood-pressure recorded every day, and, when 
carbutamide was given, its concentration in the blood was 
estimated daily. Blood-counts, including a platelet- 
count, were done before and during treatment. 


Experimental 

After at least 5 days’ acclimatisation to the hospital, 
control tests were made in different patients. In each 
test the patient fasted overnight (16 hours) and in the 
morning remained quietly in bed. No therapeutic insulin 
was given on the morning of the tests. Samples of 
fasting capillary blood was taken for estimating blood- 
sugar levels, and venous samples were drawn without 
stasis from an antecubital vein for measuring blood- 
sugar and blood-«-keto-acid levels by the method of 
Friedemann and Haugen (1943). Carbohydrate alone 
or with insulin was given in one of three ways: 50 g. 

P2 
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TABLE I-—EFFECT OF SULPHONYLUREAS ON FASTING BLOOD- 
SUGAR LEVEL 


Fasting blood-sugar 


Case Age Age at si 
no Sex ive ) diagnosis 
tyr.) Before % reduction 
S-urea with S-urea 
1 F 78 56 61 
2 F 75 75 61 
3 M 57 52 60 
4 F 67 67 58 
> F 38 20 57 
6 M 40 36 56 
7 F 70 62 55 
3 F 82 $1 53 
9 F 73 50 51 
10 KF 65 60 45 
11 F 63 57 39 
12 F 16 12 37 
13 F 62 59 37 
14 M 82 82 37 
15 k 74 74 37 
16 M 55 54 36 
17 M 34 34 31 
18 F 76 74 30 
19 KF 59 51 29 
20 M 81 79 24 
21 M 55 33 18 
22 M 58 58 17 
23 M 50 43 8 
24 F 62 62 6 
25 F 69 60 3 
26 M 7 66 1 
27 M 64 63 0 
28 F 7 30 —1 
29 M 43 33 -11 





of glucose dissolved in water was given by mouth, or 
20 g. of glucose was given as 50% solution intravenously, 
or a carbohydrate meal was eaten. In the insulin tests 
soluble insulin (7 units) was injected intravenously as the 
glucose was administered or immediately after the test 
breakfast. Capillary blood was taken at 15-minute 
intervals for the first hour and at 90 minutes. A second 
venous sample was drawn for estimating blood-sugar and 
blood-a-keto-acid levels at 1 hour. In the glucagon 
tests 1-0 mg. of glucagon was injected intravenously, and 
capillary blood for estimating blood-sugar levels was 
obtained at 15-minute intervals for an hour and at 90 
minutes after the glucagon had been given. Initial doses 
of 3-0-4-0 g. of sulphonylurea were followed by 2-0-3-0 g. 
daily, until the levels of sugar in blood and urine fell. 
The dose was then reduced as necessary to prevent 
hypoglycemia. If the level of glucose in blood and urine 
had not fallen after 3 days, the dosage was raised to 
3-0-4-5 g. daily to achieve the required effect. The tests 
were then repeated in the same patients at least 7 days 
after the start of sulphonylurea treatment. 
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In certain special investigations described the forearm 
blood-flow was measured in conjunction with capillary 
blood-sugar estimations. The blood-flow was determined 
with a venous-occlusion plethysmograph (Grant 1938) 
operated at 34°C. Three blood-flow determinations were 
made before each capillary sample was withdrawn. In 
some patients forearm blood-flow was measured in the 
early afternoon before and during sulphonylurea treat- 
ment. 

Results 
Olinical Findings 

It is not our purpose to describe the clinical aspects of 
this study. Our findings agree with those of the symposia 
published during 1956 in the Deutsche Medizinische 
Wochenschrift (1956), Canadian Medical Association 
Journal (1956), British Medical Journal (1956), and 
Metabolism (1956). 


Blood-sugar 


A hundred carbohydrate-tolerance tests of various 
types were made. The most obvious change in 22 of 29 
patients during sulphonylurea therapy was a fall in the 
fasting blood-sugar level. In table 1 we have arranged 
our patients in order of % fall in fasting blood-sugar 
levels. We have arbitrarily classified those with a fall 
of more than 15% as having reacted (cases 1-22). This 
classification is not intended to imply that the diabetes 
of the patients who react could be controlled satisfactorily 
by sulphonylurea compounds either alone or in con- 
junction with insulin. We now know that in only 12 of 
these patients was sulphonylurea of practical value in 
their prolonged management. 

Table 11 summarises the mean capillary blood-sugar 
levels in the various tests carried out in the patients who 
responded. The lower level of fasting blood-sugar during 
treatment is not associated with any marked change in 
the mean rise, or fall, of blood-sugar during the tests. 
The sulphonylureas caused no signifieant difference in 
the reduction by insulin of the hyperglycemia following 
the oral administration of glucose or the standard 
breakfast, but in the intravenous glucose-insulin test the 
changes in blood-sugar level at 60 and 90 minutes, taken 
together, were significantly different during treatment 
(p 0-05). 

The arteriovenous differences of blood-sugar levels, in 
both the fasting state and at 1 hour during the various 
tests, were so variable that it would only be misleading 
to present them as indicating the peripheral uptake of 
glucose. This question is discussed later. 


TABLE II—BLOOD-SUGAR AND BLOOD-KETO-ACID LEVELS IN VARIOUS TESTS BEFORE AND DURING 
SULPHONYLUREA TREATMENT 


rest Case nos. 


1. Oral glucose : 
Before 
During 
Oral glucose and insulin: 
Before 
During 
3. Insulin response from 1 and 2: 
Before 
During 


4. Intravenous glucose: 
Before 
During 
Intravenous glucose and insulin: 
Before 
During 


6. Breakfast: 
Before 9 , 19 9 
During — ,”» 5 10, 16, 19, 20 
Breakfast and insulin : 
Before 
During 


tw 
ye 


, 10, 16, 19, 20 


Mean rise 

in blood- 
a-keto- 

acid levels 


Blood-sugar level (mg. per 100 ml.) 


Mean change at 





Mean at 60 min., 
fasting (mg. per 
15 min. 30 min, 60 min. 90 min. 100 g.) 
211 61 +92 +150 +130 0-18 
136 +58 +78 +135 +126 0-01 
211 +1 +49 +80 +83 | 0-70 
128 +2 +36 + 66 +78 0-63 
62 43 86 57 
48 39 Bs 75 
226 116 +99 6 +43 0-03 
100 4 96 7 38 0-13 
176 96 3 20 1 0-72 
105 92 +47 11 21 0-43 
177 +86 +125 +183 
94 +73 148 +148 
177 +59 +80 +52 
109 58 +86 81 
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Blood-«-keto-acids 

The mean fasting level of blood-«-keto-acids before 
treatment was within normal limits (0-96 mg. per 100 
g.) There was a small but statistically significant 
(p = 0-02) fall to 0-86 mg. per 100 g. during sulphonyl- 
urea therapy. The changes in the «-keto-acid levels at 
1 hour in the various glucose-tolerance tests are shown 
in table u. All are within normal limits, and none of the 
changes observed after therapy is statistically significant. 
It is concluded that small changes in the fasting level 
of blood «-keto-acid may take place during sulphony]l- 
urea treatment, but further studies are required to 
define which «-keto-acids are affected. 


Peripheral Blood-flow 

The following studies stemmed from the appreciation 
that changes in peripheral blood-flow must be taken into 
account if arteriovenous differences are to be regarded 
as an indication of the rate of uptake of glucose by the 
tissues. 

The forearm blood-flow was measured in 7 diabetics 
before and after more than 7 days’ treatment with 
tolbutamide. There was an increase in resting flow from 
a mean of 2-06 to 2-87 ml. per 100 ml. of forearm a 








minute. For the group of patients this evidence of vaso- 
dilatation is just 
statistically signi- 
HEALTHY ORAL ficant (p = 0-05). 
MALE GLUCOSE This finding 
obviously compli- 
| cates the interpre- 
TOLBUTAMIDE tation of any 
35a. arteriovenous 
1SOF 3 differences in 
412 blood-sugar 

100- levels. 
a 48 The possibility 
US that tolbutamide 
SOF , oo’. 44 has a vasodilator 
i ot effect was investi- 
gated. The effect 
TOLBUTAMIDE of 3-5 g. of tolbut- 


amide on the 
blood-sugar level 
and forearm blood- 
flow during the 
first 4 hours after 
its ingestion was 
observed in 3 
fasting persons: 
a diabetic aged 73 
(case 9) who did 
not develop hypo- 
glycemia during 
this time; a dia- 
betic aged 55 (case 
16) who did; and 
a healthy male, 
who also developed 
hypoglycemia. 
The results of these 
tests are shown 
in the accompany- 
ing figure. 

In the elderly 
diabetic the blood- 
sugar level fell only 
from 370 to 315 mg. 
per 100 ml., and 
there was no signi- 
ficant change in 


35g. 


¢. 


wer “Weinemajes: 


CASE 9 


> @® 
FOREARM BLOOD-FLOW ( mi. per 100 c.cm. per min. ) 
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alti al a 





BLOOD- GLUCOSE (mg. per 100 mi.) 


TOLBUTAMIDE 
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ae a 
HOURS 


—— BLOOD-GLUCOSE 
--=- BLOOD-FLOW 


Effect of tolbutamide on blood-sugar levels 





; blood -flow 
and forearm blood-flow: in case 9%, a 4 . 
diabetic aged 73 who subseq ly responded In the other dia- 
betic the blood- 


to tolbutamide; in case 16, a diabetic aged 
55 who responded more rapidly ; 
healthy male. 


sugar level fell from 
145 to 55 mg. per 


and in a 
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TABLE III—MEAN BLOOD-SUGAR LEVELS IN GLUCAGON TEST 
BEFORE AND DURING SULPHONYLUREA TREATMENT 


Mean blood-sugar level (mg. per 100 ml.) 


Change at 
Fasting 
15 min, 30 min. 45 min. 60 min. 90 min. 


Before .. 216 


+43 +62 +62 


+52 


During 105 +44 +59 +69 +39 
100 ml., when the forearm blood-flow abruptly increased three- 
fold and then returned to normal as the blood-sugar level 
rose again. 

In the healthy male the blood-sugar level fell from 90 to 
56 mg. per 100 ml. There was an abrupt fourfold increase of 
forearm blood-flow at the low blood-sugar levels. 50 mg. of 
glucose was given, and the blood-sugar level promptly rose 
to 140 mg. per 100 ml. with a concomitant decrease in blood- 
flow. The blood-sugar level subsequently fell (not shown 
in the figure), indicating that the tolbutamide was still active. 


We, like others, have observed a similar vasodilatation 
not only during hypoglycemia caused by insulin but also 
during the infusion of adrenaline. However, we are 
careful to attribute the vasodilatation only to the general 
response to hypoglycemia, since Ginsburg and Paton 
(1956) have reported it in hypoglycemic adrenalectomised 
patients. Though tolbutamide does not immediately 
cause vasodilatation, the possibility that its prolonged 
administration is associated with vasodilatation requires 
further investigation. 


Glucagon Tests 

The fasting blood-sugar level is probably maintained 
by the continuous breakdown of hepatic glycogen to 
glucose—a breakdown in which the enzyme glucose-6- 
phosphatase is concerned. The results of some experi- 
ments on animals suggest that the sulphonylureas inhibit 
glucose-6-phosphatase, and the results of the tolerance 
tests do not contradict this hypothesis. We tested the 
facility with which glycogen is broken down to glucose, 
before and after sulphonylurea therapy, by observing the 
hyperglycemic effect of 1 mg. of glucagon on 9 patients 
who responded to sulphonylureas by a fall of fasting 
blood-sugar level. The results are given in table m1, 
which shows that, after treatment, there is a slight 
reduction of the hyperglycemic effect of glucagon 
towards the end of the test, but none of the changes is 
significant. We therefore conclude that further studies 
are unlikely to show any significant effect of sulphonyl- 
urea on the hyperglycemic response to 1 mg. of glucagon. 


Discussion 


The results of our glucose-tolerance tests are essentially 
similar to those reported by other workers (Duncan et al. 
1956, Fajans et al. 1956, Purnell et al. 1956, Renold 
et al. 1956). 

The breakfast and the glucose-tolerance tests show 
that the sulphonylureas neither retard the digestion of 
carbohydrates nor impede the absorption of glucose. 
Furthermore, such actions would not explain the fall of 
blood-sugar level when these compounds are given to 
fasting people. 

Phosphorylation and dephosphorylation of glucose 
take place in the liver and in the cells lining the intes- 
tines. The fact that the absorption of glucose is 
unaltered shows that the sulphonylureas do not interfere 
with the action of glucose-6-phosphatase in the gut 
wall. Unaltered glycogenolysis after the intravenous 
injection of glucagon indicates that the glucose-6- 
phosphatase of the liver is not blocked either. 

We have little evidence that the sulphonylureas affect 
the action of injected insulin. Response to insulin can 
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be judged by the alteration of the oral glucose curve 
when insulin is given. The absence of any significant 
change in this during sulphonylurea treatment argues 
against enhanced insulin aetion (table m). On the other 
hand, during sulphonylurea treatment the action was 
achieved at a lower level of blood-sugar, which fact 
might mean that the insulin was more effective. We 
find it difficult to accept this proposition. We would 
expect an enhanced insulin action to alter the form of 
the glucose-insulin curves. In fact the sulphonylureas 
regularly produce lower but otherwise unchanged oral 
glucose-insulin curves. Therefore we are not persuaded 
that they render insulin more effective by suppression of 
insulinase or by interfering with insulin binding in the 
plasma. 

The only significant change in the various tolerance 
tests during sulphonylurea therapy took place at 60 and 
90 minutes in the intravenous glucose-insulin tests, when 
the blood-sugar level was falling below the fasting level. 
The records of Cox et al. (1956) show a similar effect. 

This inability to regulate a falling blood-sugar level 
during treatment could be due to increased secretion of 
insulin or to a failure of the adrenal or pancreatic hyper- 
glycemic mechanisms. Loubatiéres (1946) first suggested 
that the sulphonylureas act by stimulating the secretion 
of insulin. Since we know that our patients were 
sensitive to insulin we cannot reconcile his hypothesis 
with the unaltered tolerance of oral and intravenous 
glucose during treatment. Furthermore, the changes 
in fasting level of blood-«-keto-acids was in the reverse 
direction to that observed after the injection of insulin. 
The persistence of the diabetic form of glucose tolerance 
during treatment is evidence that the sulphonylureas do 
not truly correct the diabetic state, which fact is pertinent 
to the question of their ultimate place in the treatment 
of diabetes mellitus. 

The sulphonylureas do not act by blocking either 
ddrenal or pituitary hormones. There is evidence that 
they lower the blood-sugar level in patients with pituitary 
insufficiency and in patients with Addison’s disease 
(Goetz et al. 1956) and in hypophysectomised and in 
adrenalectomised animals (Houssay and Penhos 1956). 
Moorhouse and Kark (1956) have shown that the hyper- 
glycemic response to 1 mg. of adrenaline is unaltered by 
tolbutamide, and we have shown that the adrenaline- 
like reaction to hypoglycemia caused by tolbutamide 
occurs as readily as when the hypoglycemia is caused by 
insulin. 

There remains for discussion the possibility that the 
sulphonylureas affect the production or action of glucagon. 
Our patients showed no change in the hyperglycemia 
after the administration of 1 mg. of glucagon, indicating 
that there was no gross inhibition of the response to this 
large dose. Similar results showing that the action of 
such doses of glucagon is not affected are mentioned by 
other workers (Moorhouse and Kark 1956, Volk et al. 
1956). We cannot draw any conclusion about the 
production of glucagon, there being no reliable method 
of estimating glucagon levels in man. We had hoped to 
derive some information from our measurements of the 
arteriovenous differences in blood-sugar levels because 
Elrick (1956) had shown that the administration of 
glucagon increased that difference. We noted a statistic- 
ally insignificant decrease of the arteriovenous difference 
at 1 hour in most tolerance tests after the administration 
of sulphonylurea. Unfortunately no definite conclusions 
about the production of glucagon can be drawn from 
these results, because the arteriovenous difference must 
depend on the peripheral blood-flow, and we cannot be 
sure that this was the same when each test was repeated. 
Clearly, if the action of the sulphonylureas on glucagon 
is to be settled by measuring the uptake of glucose, 
more elaborate techniques than have been used hitherto 
will be required. 
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Thus we have no evidence that the hypoglycemic 
action of the sulphonylureas is mediated by any of the 
mechanisms so far suggested by the results of experi- 
ments on animals. Although some of our findings might 
be construed as arguments that the sulphonylureas 
enhance the action of insulin, our present view is that the 
predominant changes occur in the mechanisms controlling 
the fasting blood-sugar level, and that all other factors 
are essentially unaffected. 


Summary 

The effect of 7 days’ treatment with sulphonylurea 
(with and without insulin) on various carbohydrate- 
tolerance tests, arteriovenous differences in blood-sugar 
levels, blood-«-keto-acid levels, peripheral blood-flow, 
and the hyperglycemic response to injected glucagon 
were studied in 29 diabetics. 

In 22 patients the fasting blood-sugar fell more than 
15%. The only significant (p = 0-05) change after treat- 
ment in the various tests was in the intravenous glucose- 
tolerance test, where the blood-sugar level fell below the 
fasting level at 60 and 90 minutes. 

There was a significant (p = 0-05) increase in the 
forearm blood-flow during treatment. Such changes in 
peripheral blood-flow complicate the interpretation of 
arteriovenous differences in blood-sugar levels. There 
was a small but significant (p 0-02) fall in the fasting 
level of «-keto-acids. 

The hyperglycemic response to 1 mg. of glucagon 
injected intravenously was not significantly changed 
after treatment. 

The hypoglycemic action of the sulphonylureas in 
diabetics does not appear to be mediated by any of the 
mechanisms so far suggested by the results of experiments 
on animals. 


We wish to acknowledge the technical assistance of Caroline 
Hole, Janet Thomas, and David Nancarrow ; the facilities 
provided by Dr. W. N. Mann, director of the department of 
medicine, and by Prof. R. H. 8. Thompson and his colleagues 
of the department of chemical pathology, Guy’s Hospital 
Medical School; the codperation of Sister J. Bennett and 
the nurses of William Gull Ward, Guy’s Hospital; and the 
provision of carbutamide, glucagon, and insulin (free from 
hyperglycemic factors) by Dr. F. B. Peck, of Eli Lilly and 
Company, and of tolbutamide by Dr. R. H. W. Britton, of 
Horlicks Ltd. 
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Reports have lately appeared of several similar 
outbreaks of acute paretic illness, of which four occurred 
in Britain, and the term ‘* benign myalgic encephalo- 
myelitis ’’ has been suggested for this condition (Lancet 
1956). In one of these outbreaks infectious-diseases 
staff in a Coventry hospital were affected when nursing 
similar cases admitted as poliomyelitis from the surround- 
ing area in the summer of 1953 (Macrae and Galpine 
1954); in three of the staff an electromyogram was 
taken and an abnormal discrete pattern found. Ramsay 
and O’Sullivan (1956) describe cases seen in an area in 
north-west London and give details of abnormal electro- 
inyograms. 

We report here 7 further cases which arose sporadically 
in the Coventry area in 1956. They gave clinical and 
electromyographic findings which recalled those of the 
paretic cases seen in 1953: 

99 


may 


Case 1, female, married, aged admitted July 10 as 
paralytic poliomyelitis, discharged July 26. 


9 


me 


Case female, married, aged 20, admitted July 13 as 1 
paralytic poliomyelitis, discharged Aug. 14. 

Case 3, male, unmarried, aged 17, admitted July 20 as 
paralytic poliomyelitis, discharged Aug. 24. 

Case 4, female, married, aged 44, admitted Aug. 29 as 
pyrexia of unknown origin, discharged Sept. 14. 

Case 5, male, married, aged 33, admitted Sept. 25 as ? 
paralytic poliomyelitis, discharged Oct. 18. 

Case 6, male, married, aged 28, admitted Sept. 27 as ? 
paralytic poliomyelitis, discharged Oct. 8. 

Case 7, female, married, aged 40, admitted Oct. 6 as ? 
meningitis, discharged Nov. 9. 


General Clinical Description 


Early symptoms included mild sore throat, lassitude, 
drowsiness, vomiting, nuchal pain, backache, giddiness, 
and headache. Slight or moderate stiffness was variably 
found in the neck or in the back, with or without Kernig’s 
sign, but in case 2 these signs were altogether absent. 
In case 6 muscle tone was diffusely increased in the 
paretic right arm. In case 5 spasm developed in the left 
calf. Muscle tone in the affected limbs did not otherwise 
seem abnormal. 

Paresis was found in all the 
and tended to fluctuate and shift. In cases 1—6 it varied 
in onset from the first to the fifth day of disease. In 
case 7 there was a history of weakness and clumsiness 
in the left arm for the preceding 2 months, hindering 
her domestic activities and occasionally making her 
drop things. (This patient had the blood picture of 
glandular fever but was apyrexial; small lymphatic 
glands were palpable in the neck only: increase of 
symptoms with vomiting, severe occipital headache, and 
slight nuchal rigidity prompted her admission to hospital 
as ? meningitis.) In several cases weakness affected 
two or three limbs, tending later to predominate in 
one ; in other cases one limb alone was weak. The limbs 
predominantly affected were right leg (2 cases), left 
leg (3 cases), right arm (1 case), and left arm (1 case). 
Ability to use a limb ranged from frank immobility to 
slight reduction in power detectable on careful testing 
against resistance and accompanied by aching, “‘ heavi- 


cases. It was diffuse 
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ness,’ and undue fatigability. Inadvertent muscular 
action in an apparently paralysed limb was seen. in 
vase 1. During recovery case 2 was startled by a transient 
nocturnal increase of paresis in the legs. Complaints 
were made of ‘‘ slight cramps,”’ ‘‘ spidery ’’ or ‘‘ wormy ”’ 
sensations, and of a limb disturbing rest by ‘‘ jumping.” 
Fasciculation was observed in case 3; the patient also 
complained of transient dyspnea and _ intermittent 
diplopia. 3 patients had difficulty in starting micturition, 
and 1 had incontinence of urine. Slow coarse intention 
tremor was seen in several cases. 

Tendon-reflexes were brisk and equal. Plantar 
responses were flexor but tended to be feeble and inde- 
terminate in affected limbs. The superficial abdominal 
reflexes were present. Parzsthesis, diffuse aches, and 
muscle tenderness occurred. In case 1 (see below) 
cutaneous and deep anesthesia was found in the paretic 
limbs generally and an area of hyperesthesia in one 
axilla. In case 6 hypozsthesia was found in the affected 
right arm from mid-forearm downwards together with 
a degree of astereognosis in the right hand. Case 5 
had hyperzsthesia over the extensor surface of the 
upper arms. Case 2 complained of photophobia and 
hyperacusis and vague abdominal tenderness with pain 
on deep inspiration. Several patients complained of 
diminished mental grasp, which returned in convalescence. 

No enlargement of liver or spleen was found. Small 
shotty lymphatic glands were palpated in the posterior 
cervical triangles in cases 1, 3, and 7 (mentioned above). 
They were smaller, for example, than those of a typical 
case of rubella. Cases 6 and 7 were apyrexial. Case 4 
had a continued pyrexia (reaching above 103°F) for 
five days. In other cases low intermittent pyrexia 
(99-100°F) occurred. 

All the patients were ambulant when discharged after 
a hospital stay of from eleven days to five weeks. All 
except case 5 were available for follow-up in the third 
month from admission. At this time recovery appeared 
satisfactory in cases 2 and 3. Aching, ‘‘ heaviness,’’ or 
pins-and-needles in the affected limbs, especially after use, 
was variously complained of by cases 1, 4, 6, and 7. 
Full power had returned in case 4, but there was slight 
reduction of power against resistance in case 1 (dorsi- 
flexors of left foot), case 6 (right arm), and case 7 (left 
arm). A fine tremor showed in the right hand of case 6 
after brief exertion, and his right arm, if forced to give 
way, did so in a cog-wheel fashion. 


Illustrative Case-record 


Case 1 is representative clinically and remarkable 
in having been admitted for a similar illness in 1953. 


A married female textile-machinist, aged 22, developed a 
mild sore throat which cleared in two days. Three days later 
she had headache and pain at the nape of her neck, giddiness, 
lassitude, hot and cold “‘ flushes,’’ aching in her right arm, and 
difficulty in gripping things; her legs became heavy and 
hard to lift; and cramps and profuse sweats occurred. She 
lost power in the involved limbs and was admitted as a case 
of paralytic poliomyelitis. 


Previous Iliness 

Three years previously (1953) she had been admitted with 
a similar héestory (as were many others at that time). Her 
legs alone were involved at first, but shortly after admission 
her recti abdominis muscles became weak, dyspnoea developed, 
and a cabinet respirator was prepared for her. She improved, 
however, and it was not used. Her cerebrospinal fluid (c.s.¥.) 
was normal. Within six days some recovery was evident 
in her abdominal muscles. and legs and on discharge a fort- 
night later she was clinically normal. An appointment was 
made for her follow-up but she felt so well that she did not 
keep it. From that time until the present illness she had not 
complained and did not have any comparable illness. Several 
weeks after her discharge in 1953 cases of a similar kind 
began to occur among the nurses of the hospital, and in 
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retrospect the original diagnosis of paralytic poliomyelitis 
was altered to that of an unknown infection simulating that 
illness. 
Examination 

On admission she was apyrexial, anxious, rational, and 
coéperative and mentioned that she had had “ polio ’’ three 
years previously. She complained of headache, numbness, and 
inability to lift her right arm and both legs. Just before 
admission the affected limbs had been aching, and she was 
relieved when this gave way to numbness. Slight nuchal 
rigidity and a positive Kernig’s sign were present. Abdominal 
reflexes were elicited but were weaker than normal, and vague 
abdominal pains were complained of. Tendon reflexes were 
exaggerated. Cutaneous sensibility to touch, pain, and 
temperature and position sense were absent in the right upper 
and both lower limbs, and firm pressure over the Achilles 
tendons did not cause pain. There was hyperesthesia in 
the right axilla. The plantar responses were inconclusive. 
Shotty glands were palpated in the posterior cervical triangles. 
Incontinence of urine occurred in the ambulance and twice 
after admission. 


Progress 

During her stay in hospital the patient had low irregular 
pyrexia (99-2°F being the highest recorded). Within two days 
sensation and much power had returned to her arm; next 
day her left leg was greatly improved ; and by the next her 
right leg had also become normal. This was the order in 
which the limbs had become affected. Sensation both super- 
ficial and deep was restored, and she could walk unaided. 
She commented spontaneously that her concentration was 
bad and that she felt depressed although she had not pre- 
viously been that way inclined. Diplopia and “ spots before 
her eyes’’ were other features and they cleared up within 
a few days. On discharge seventeen days after admission she 
appeared to have returned completely to normal. 

Follow-up several weeks later showed, however, that there 
was slight weakness of the dorsiflexors of the left foot when 
tested against resistance. The patient received physiotherapy, 
and on further follow-up two months later weakness was still 
just detectable, but she was without disability. 


Investigations 


Blood.—If 2500 per c.mm., is taken as the lower limit of 
normal of absolute numbers of neutrophils (Dacie 1956), 


2 patients had neutropenia, 2 others less than 3000 per c.mm., 


and the highest number found was 3068 per c.mm. In 2 
cases occasional atypical lymphocytes were found. In case 7 
the blood picture of glandular fever was found : total leuco- 
eytes 5600 per c.mm, (lymphocytes 35%, atypical lympho- 
cytes 28%, glandular-fever cells 28%, monocytes 9%). 
A month later the glandular-fever cells had disappeared. 
The Paul-Bunnell test was 1/128 (after absorption + 1/80, 
+ — 1/160) and later + 1/256. Erythrocyte-sedimentation rates 
and liver-function tests were normal in all the cases. 

0.S.F.—Cell-counts and protein and sugar values were 
normal except for a slight increase of protein in 3 cases (60, 
50, and 80 mg. per 100 ml.). 

Electrodiagnosis.—Stimulation of the external popliteal 
nerve in the 5 cases having weakness of the tibialis anticus 
muscle showed retention of nerve conduction, muscle response 
being brisk. Electromyography with needle exploration of the 
muscles showed no fibrillation potentials or other signs of 
spontaneous activity; in all the cases grouping and reduction 
in number of the motor unit potentials on volition were found. 
Some potentials were polyphasic and often of very large 
amplitude. 

Electro-encephalography was performed in cases 1, 2, and 
3 and was normal in | and 3. Case 2 showed a basic alpha 
rhythm of 10 cycles per sec. in the postcentral leads at 
potentials up to 50 uV. This rhythmic activity was disturbed 
at times by irregular slower activity (about 7 cycles per 
sec.) of low amplitude, this being more noticeable in the 
transverse leads. These minor irregularities were deemed to 
be within normal limits. 

Virus investigations made in cases 1, 2, and 3 did not 
reveal the presence of any cytopathogenic agent in the 
feces, and serological tests for poliomvelitis were negative. 


Discussion 


These 7 cases, though resembling those seen in the 
outbreak of ‘‘ poliomyelitis-like illness’’ in Coventry 
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in 1953, were less severe than some in that year. The 
kaleidoscopic clinical picture did not hide their similarity 
to each other. Laboratory investigations were, as in 
1953, largely unrewarding, but case 7 showed the 
hematology of glandular fever. Neurological complica- 
tions occasionally develop in glandular fever (Fullerton 
and Smith 1951), but in this case it seems likely that the 
weakness in the left arm (of two months’ standing) 
preceded the mononucleosis. Bowie (1954) regards 
sporadic glandular fever as a syndrome occurring in 
people appropriately sensitised by a previous infection 
and reinfected ‘‘ with the same or a closely allied organ- 
ism.’ 2 other patients had atypical lymphocytes. 
In the c.s.F. the cytology was normal, but in 3 patients 
the protein content was a little increased. As in all 
previously reported series virus investigations were 
negative. 

Electromyography was abnormal in all the cases, 
recalling that of the Coventry outbreak in 1953 and that 
described by Ramsay and O’Sullivan (1956), who compare 
their findings to the so-called myelopathic pattern of 
early motor involvement at cord level described by 
Bauwens (1955). Nevertheless the characteristic clinical 
or electrodiagnostic picture of lower motor-neurone 
degeneration did not develop as in prolonged paralysis 
in paralytic poliomyelitis, and, in the 3 cases so tested, 
nerve conduction remained good. 

Electro-encephalograms were obtained in 3 cases ; 
although these were all within normal range, 1 showed 
minor irregularities similar to those mentioned by Ramsay 
and O’Sullivan (1956). 

The anomalous clinical picture and negative or minimal 
laboratory findings in some instances aroused suspicion 
of hysteria. Against this is the cumulative weight of 
such considerations as the underlying consistency in the 
clinical picture, the local prevalences, the lack of general 
correlation with the hysterical temperament, the pyrexia 
of some patients and the abnormal electromyographic 
findings. The latter are of particular value in confirming 
the presence of an organic lesion (Lancet 1956). 


Summary 


5 cases of suspected paralytic poliomyelitis, 1 of 
suspected meningitis, and 1 of pyrexia of unknown 
origin admitted to a Coventry hospital in 1956 provided 
grounds for a diagnosis of ‘‘ benign myalgic encephalo- 
myelitis.”” One patient had had a similar illness in 
1953. In another patient there was laboratory evidence 
of glandular fever. Electromyography gave in all the 
cases an abnormal pattern with grouping of action 
potentials. 


Our thanks are due to Dr. J. Shulman, of the Coventry and 
Warwickshire Hospital, for the electrodiagnostic investiga- 
tions and comments; to Dr. C. Tetlow, of the Central Hos- 
pital, Warwick, for the electro-encephalograms and comments ; 
to Mr. J. H. Penrose, of the Coventry and Warwickshire 
Hospital, for the orthopedic report on case 5; to Dr. W. C. 
M. Wilson and Dr. W. Davie, of the Coventry Joint Labora- 
tory, for biochemistry and hematology ; to Dr. A. D. Macrae, 
of the Virus Reference Laboratory, Colindale, for virological, 
and Dr. R. Ewart Jones, of the Coventry Public Health 
Laboratory, for bacteriological investigations ; and to Dr. A. 
Melvin Ramsay, of the infectious diseases department, and 
Dr. A. T. Richardson, of the department of physical medicine, 
of the Royal Free Hospital, for their most helpful advice. 


REFERENCES 


Bauwens, P. (1955) Proc. R. Soc. Med, 48, 194. 

Bowie, J. C. (1954) Brit. med. J. i, 935. 

Dacie, J. V. (1956) Practical Haematology. 2nd ed., London; p.8. 

Fullerton, H. W., Smith, J. (1951) Jn Banks, H. 8S. Modern Practice 
in Infectious Fevers. London; vol 1, p. 943. 

Lancet (1956) i, 789. 

Macrae, A. D., Galpine, J. F. (1954) Ibid, ii, 350. 

Ramsay, A. M., O’Sullivan, E. (1956) Ibid, i, 761. 























THE LANCET] 


SURGICAL TREATMENT OF LARGE AIR 
CYSTS OF THE LUNG 


L. H. Capen 
M.B. Lond., M.R.C.P. 
SENIOR REGISTRAR, LONDON CHEST HOSPITAL 


J. R. Be_cuer 
M.S. Lond., F.R.C.S. 


SURGEON, LONDON CHEST HOSPITAL; ASSISTANT THORACIC 
SURGEON, THE MIDDLESEX HOSPITAL, LONDON 


. and if the air blown into any lobe will not be 
expelled thence by the natural tone or muscle of the 
bladders, that the lobe may again subside of itself, ’tis 
certain that some injury is done to the ventiducts ; the 
bladders are either broken, and admit air into the mem- 
branous interstices, or else they are over distended like 
a hernia in the peritoneum; and this will produce an 
inflation of the whole substance of the lungs, and that 
a continual compression of the air and blood vessels, which 
will produce a constant asthma.’—Sir JoHn FLoyer, 
Treatise of the Asthma, 1698. 


Sir John’s account of the development of ‘‘ windy 
tumours’”’ in the lungs cannot, except in details, be 
greatly improved upon today. 

Air cysts of the lung are not common. They may be 
small or they may fill one side of the thorax. However 
large they are, the disability they cause may be negligible 
or it may be severe. When disability is present, it is 
uncertain how much of it is due to the cyst, how much 
to associated lung disease, and how much to the combined 
effect of the two. It is not known whether the cysts will 
get bigger or not. These uncertainties and the severe 
breathlessness of some of the patients have made 
surgeons and physicians reluctant to advise surgical 
treatment. 

We believe that the success attending surgical treat- 
ment of carefully selected patients with large cysts of 
the lung is not sufficiently well known. This may be 
hecause the number of reports of cases so treated is 
small. Ten authors have described surgical treatment 
of a total of 88 patients, resulting in ‘‘ improvement ”’ 
in 82 (Abbott et al. 1953, Allbritten and Templeton 
1950, Clagget 1949, Cook and Blades 1952, Crenshaw 
and Rowles 1952, Dugan and Samson 1950, Head and 
Avery 1949, Naclerio and Langer 1947, Santy et al. 
1955, Weisel 1955). None of these authors give precise 
indications for the selection of the individual case for 
treatment. We will describe the surgical treatment of 
21 adults with large air cysts of the lung, and we will 
try to show how those patients for whom the operation is 
both necessary and reasonably safe may be selected 
from the clinical and radiological findings. 


Diagnosis 

Diagnosis of air cyst of the lung may be made by 
radiological examination alone. The cyst may be dis- 
covered unexpectedly following inspection of the chest 
radiograph of a patient diagnosed as suffering from 
‘chronic bronchitis and emphysema’’ because he 
complained of chronic productive cough, breathlessness, 
and wheeze. It may be seen on the radiograph of a patient 
with spontaneous pneumothorax. Occasionally it is 
seen on the routine film of symptom-free people. 

The clinical and radiological findings in our patients 
are summarised in table 1. Most of the patients had been 
breathless for many years. Spontaneous pneumothorax 
was common. 

The radiograph of the chest showed the cyst, sometimes 
mediastinal shift, sometimes herniation across the 
anterior mediastinum, and usually evidence of disease 
in the rest of the lung. The cyst was located by abnormal 
radiolucency caused by the absence of vascular shadows 
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and by the smooth outline of the cyst wall. Sometimes 
a thin cyst wall was difficult to see even on tomograms. 
Often it was better seen on the lateral film or on a film 
taken in expiration. 

Bronchograms sometimes helped to define the limits 
of the cyst. They showed compression of the lung and 
distortion of the bronchi around the cyst. They gave 
some information about the health of the rest of the 
bronchial tree. Bronchograms are a great help in making 
the occasionally difficult distinction between a large 
cyst and spontaneous pneumothorax. Our experience 
has been that where the diagnosis was in doubt the lesion 
was a large cyst. 

During fluoroscopy, the cyst and more obstructed 
parts of the lung darkened (emptied themselves of air) 
slowly or not at all during forced expiration. In some 
cases where obstructive lung disease was much more 
advanced in the lung with the cyst, the mediastinum 
swung to the sounder (less obstructed) side. This swing 
was better seen with a column of barium in the esophagus. 
General obstructive lung disease was accompanied 
by slow and incomplete darkening (emptying) of the 
whole lung field and slow and limited movement of the 
domes of the diaphragm. 

Fluoroscopy used in this way gave an indication of the 
severity and distribution of obstructive lung disease. 
We were able thus to make a rough guess at the contribu- 
tion of each lung to total ventilation. It was established 
that the side of the chest to be opened in each patient 
was doing less than half of the total ventilation. In 
8 cases bronchospirometry was used to confirm this. 


Selection for Operation 


All the patients chosen for operation were breathless. 
Their cysts occupied at least a quarter of one lung 


TABLE I—CLINICAL, RADIOLOGICAL, AND SPIROMETRIC FINDINGS 





Effort ‘ 1 -_ 3 
tolerance Sputum = 4 8 ; & 
“yd oe Ss a | hb 
D a = — == = 
§ 4 & 2 (8s Ss Cyst size a0! 8 
4 - Le wo a 
ane Grade == So! @ 
2° as | 8 
> a 
1\/51; F 4 10 trace one-half 770 1600 
2 556 M ) 18 ++4 4 Se one-half 970 2640 
3 41 #F ) 15 ie : two-thirds .. 1500 
449 M 4 7 ++ 4 7 as one-half 30* 
5 60 M 3 1 a prs .. three-quarters 1370 2370 
6'50' M| 5 4 trace ae KZ one-half 640 2030 
760 M 4 10 ++, 1%, 1 two-thirds 810 1780 
8 46 M 4 6 ? ? ea one a 
9 57 M 3 10 20 one-half 1500 3100 
10 58 M ) 25 25 1 two-thirds 32° 1950 
11,;55 M ) 6 6 re one-half 660 1240 
12'65 M/?4 8 one 1900 
13.47 M 12 12 one-quarter 840 2340 
14 56 M 0 2 one-third 
15 26 M ? 2 one-third .. 4200 
16,52 F ) 5 1 one-third 36* 1500 
17/48 M 4 20 20 one-third 39* 2620 
18 29 M| 2 3 one-quarter 80* 2760 
19 64 M_ 6 7 t 7 one-third 1700 
20:59 M_ 4 4 +; 26 .. one-quarter 48* 2400 
21:52; M) 3 9 + 9 2 one-third 27* 2400 


- 

* Maximum breathing capacity (litres per min.). 
Sputum. ++ an egg-cup a day, + +++ a cup a day. 
Duration. Time in years since symptoms of effort intolerance 

or expectoration first appeared, irrespective of severity. 
Effort-tolerance grade. 
0 = No disability. 


1 = Cannot hurry on hills. 

2 = Cannot hurry on level. 

3 = Cannot keep up with others on level, but can walk any 
distance own speed. 

4 Cannot walk 500 yards or 20 min. slowly. 


Cannot walk 100 yards or 5 min. slowly. 

6 Bedridden. 

The horizontal line separates those with a i occupying half 
or more of one lung field (above) from those with a cyst occupying 
less than half of one lung field (below) 


5 


i 
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field on the radiograph. In 3 patients repeated spon- 
taneous pneumothorax was the main indication for 
surgery. Breathlessness, however, severe, was never 
alone a contra-indication. 

A number of patients with cysts occupying more 
than half of one lung field were refused operation because 
they were not breathless. 

Only 1 breathless patient with a large cyst was refused 
operation. On fluoroscopy the cyst was found to be on 
the better ventilated side, and this was confirmed by 
bronchospirometry. The other lung had been severely 
damaged by pneumonia. Operation may be reconsidered 
should breathlessness become more severe. 


The Operation 

Anesthesia 

To prevent dangerous expansion of the cyst and 
further embarrassment to the lungs ‘‘ positive-pressure ”’ 
ventilation was not used until the chest was opened. 
An attempt was made to keep the partial pressure of 
alveolar carbon dioxide near that to which the patient 
was accustomed. Hypoventilation might exaggerate 
the carbon-dioxide retention which was already present. 
Hyperventilation may so far reduce the partial pressure 
of carbon dioxide in the blood that spontaneous 
breathing may be slow to re-establish itself (Atherstone 
1956). 


Surgical Details 

A posterolateral approach was used in all save 1 
patient in whom cavity drainage was performed. When 
the chest was opened, an attempt was made to assess 
the condition of the whole lung. Often before this could 
be done the cyst had to be incised because the lung was 
so voluminous that it herniated through the wound as 
soon as the pleura was opened. Two anepithelial cysts 
(Belcher and Siddons 1954) were encountered in this series ; 
in these the blood-supply was ligated and the cyst was 
removed intact. In 1 case, cavity drainage as recom- 
mended by Head and Avery (1949) was established 
in two stages and the tube was left in situ for a long 
period. In the remaining 18 patients, cysts and a varying 
degree of emphysema were found. Where one or more 
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cysts were present and particularly where the lobe con- 
cerned appeared to contain areas of normal alveoli, 
the procedure described by Naclerio and Langer (1947) 
was carried out: the visceral pleura which formed the 
outer wall of the cyst was removed, the air leaks from 
the underlying lung were sought and oversewn, and the 
raw areas were approximated. This was done on eight 
occasions. On the other hand, where the whole lobe was 
destroyed by generalised alveolar breakdown, where 
all the intersegmental planes were disrupted, and where 
it was possible to express air from one end of the lobe 
to the other, resection was carried out. One segmental 
resection, eight lobectomies, and one pneumonectomy 
were performed. 

As it was felt that these patients were suffering from 
mechanical rather than from nervous or reflex disorders, 
the vagotomy recommended by Abbott et al. (1950) 
was not carried out. 

Postoperative Care 

Drainage tubes were used in all cases and continuous 
suction was applied at once. In most patients there was 
a considerable air leak from the cut lung surfaces in the 
period immediately after the operation. In only 1 
patient did it persist for more than a few days. In 
this case an empyema which developed was success- 
fully treated by simple drainage. In the remainder 
the tubes were removed on an average five days 
(maximum nine) after operation. 

To reduce the risk of carbon-dioxide narcosis, oxygen 
was not given as a routine and heavy sedation was 
avoided. Only 1 patient, treated early in the series, 
died shortly after operation. The lung on the unoperated 
side was too diseased to support life by itself. In no 
other case was there any cause for alarm. 


Results 


Of the 21 patients treated, 9 were enormously improved 
and 8 claimed moderate or slight improvement (table 11). 
All who claimed improvement said they were last as 
well between three and fifteen years ago. 1 patient 
died four days after operation : before operation he had 
been breathless even in bed, and both lungs had been 
severely damaged by disease. A large cyst was present 


SPIROMETRIC FINDINGS BEFORE AND APTER pashan 





_—— Forced-expiration , 
Uffort-tole ce 

g Sputum ” — volume oe. cm.) Last More 

g Cyst (c.cm, in 1 sec.) ——— as well than I st. Assess- 
o) size (years weight ment f 

ago) gain 
Preop. Postop. Preop. Postop. Preop. Postop. Preop. Postop. 

1 one-half trace trace 4 3 770 945 1600 2140 6 + E 

2 one-half +++ + trace 5 3 970 1600 1600 3240 2 + 7 

3 two-thirds trace 5 0 1760 1500 2680 15 + E 

4 one-half ' t + + 4 3 30° 52 6 + c 

5 three quarters trace trace 3 0 1370 1600 2370 2410 5 + 7 

6 one-half trace trace 5 2 640 830 2030 2360 5 — c 

7 two-thirds + 4 2 810 1200 1780 2570 10 + + } 

8 one ? ? t4 ?1 19* 48° 1940 2400 6 _ yy 

9 one-half 3 2 1500 1840 3100 3380 — E 
10 two-thirds : + 5 4 32° 22° + + M 
11 one-half t ' 5 4 660 660 1240 1720 1 ++ M* 
12 one 4 4 _ Ss? 
13 one-quarter $ 3 3 840 1050 2340 2240 6 -_—— 8 
14 one-third trace trace 0 Worse Worse? 
15 one-third trace trace 1 0 3860 4200 5560 8 
16 one-third t + 5 4 1670 1780 1500 Loss 4 st. 8 
17 one-third t + 4 4 39° 30° os 2620 20 _— s 
18 one-quarter + trace 2 2 80* 118* 2700 2700 _ s 
19 one-third 6 Died ‘ ‘ne Msi — Died * 
20 one-quarter 4 4 48° 45* 2400 2900 - Ss 
21 one-third 3 3 27 a 2400 — 1.8.Q* 


Grading and volumes as in table I 


* Maximum breathing capacity (litres per min.) 
Kk = enormous improvement, M = moderate improvement, 3 


slight improvement. 


1. Died following spontaneous pneumothorax on other side some months after operation. 
2. Died four days after operation. 
3. Died some months after opération of unknown cause following initial improveme nt. 
4. Died from gliqma some months after operation. 
5. Cavity drainage. 
The horizontal line separates those with a cyst occupying half or more of one lung field (above) from those with a cyst occupying less than 
half of one lung field (below). 
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Fig. |\—Change in effort-tolerance grade and one-second forced-expira- 
tion vol after r | of lung cyst. Second measurements made 
about three months after operation. Broken line indicates that 
forced-expiration volume is calculated from M.B.C. Case numbers 
correspond to those in table Il. 








on each side. The efficiency of the lung on the unoperated 
side had been overestimated. 

3 other patients died, none as a result of operation. 1 
with severe hypertension died from an unascertained cause 
six months after an operation which had been followed by 
considerable initial improvement. A patient with severe 


hypertension but few symptoms was operated on because of 


recurrent spontaneous pneumothorax: he became worse 
with hemiplegia and died two years later from a spontaneous 
pneumothorax on the unoperated side. 1 patiént whose 
condition was unchanged by the operation died later from a 
brain tumour. 


Assessment of Results 

Change in effort tolerance.—Change in effort tolerance 
is the best way of assessing the value of an operation 
intended to improve it. An attempt was made to assess 
effort tolerance from the answers to standard questions 


put to the patient before and after operation. Effort 
tolerance was then graded as in table 1. In 15 patients, 
including the 9 who claimed ‘‘ enormous improve- 


ment,’ their grading was roughly confirmed. This was 
done by one of us walking with them before and after 
operation, on the level and up stairs. The changes 
experienced by the patients are shown in table It. 
Those we considered ‘‘ enormously improved’’ are 
indicated. 

Change in lung function.—Objective evidence of any 
change in lung function which might be associated with 
any change in effort tolerance was sought from timed 
ventilation studies (table 1). The change in one-second 
forced-expiration volume seen in tests before and after 
operation heve been graphically related to the change in 
the effort tolerance grade after removal of the cyst in 8 of 
the 9 patients who claimed enormous improvement (fig. 1). 
The increase in timed expiration volume is seen to be 
related to the increase in effort tolerance. This was 
independent of season. 

Change in bronchial disease.—6 of the patients claiming 
‘“enormous improvement ’’ regularly brought up large 
amounts of sputum (an egg-cup to a cup a day) before 
operation. Since operation 5 of them bring up less than 
an egg-cup a day, except after head colds. The 6th 
patient reports no change in the quantity of his sputum. 
All patients who ‘improved enormously ’’ noticed a 
big reduction in their wheeze, and this is confirmed 
by the improvement in one-second forced-expiration 
volume. 
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Improvement in well-being.—The patients who enjoyed 
an improvement in effort tolerance also reported an 
improvement in well-being. Here are typical expressions 
of this: 


“Much more energetic. Last as well five years ago.”’ 

*“* Much better. My ankles do not swell any more.” 

“ Life worth living now. I used to see my doctor every week. 
Now I haven’t seen him for a year, except socially.”’ 

‘Was suicidal for two years. My depression now gone. 
buoyant. Last as well ten years ago.”’ 

** Sputum much less. Surprise my wife by going to sleep without 
a wheeze.”’ 

**No comparison, a different man now. 
notice the improvement. 
this for three years.”’ 

a Twice as fit. Last as well ten years ago. Much more energy. 
Circulation much better. Hands and feet no longer get cold.” 

“* For five years I could not walk more than one hundred yards 
without a stop. Before I left hospital I was able to run upstairs 
with less trouble than the physiotherapist. Circulation much 
better. Hands and feet do not now get so cold.” 

“They’ve got my wheeze upstairs,” (i.e., in the 
theatre). 


More 


Even acquaintances 
Can run for a bus now. Have not done 


operating - 


Weight change.—In 8 patients there was simple objective 
evidence of this improvement in well-being. They gained 
at least one stone in weight during the six months 
following operation. This was maintained on leaving 
hospital. 

Effect of cyst size on the result.—All the cysts occupied 
more than a quarter of one lung field on the radiograph. 
12 patients had cysts occupying a half or more than 
a half of one lung field. 9 of these 12 patients with 
the bigger cysts were the ones who ‘“ benefited 
enormously.” 

Disability before operation.—Only 3 patients had little 
disability before operation. Repeated spontaneous 
pneumothorax was the reason for operating on them. 
The rest were disabled, some severely (see table 1). 
None of these patients were able to walk at a normal 
pace. 7 were unable to walk a hundred yards. 7 patients 
were able to blow between 450 c.cm. and 1000 e¢.cm. 
only in the first second of forced expiration. This might 
be compared with maximum breathing capacities in the 
range 15-30 litres a minute. The remarkable improve- 
ment experienced by some of the most disabled will be 
noticed (table 1). 

Follow-up.—All patients were followed up for at 
least three months. 4 were followed for one year and 
5 for two years or more. In all cases where it occurred 
‘‘ enormous improvement ’’ in effort tolerance and well- 
being was noted soon after operation—within three 
months. In all cases this improvement has persisted 
apart from temporary setbacks in bad weather and 
during bronchial infection. 

Timed ventilation increases were at their maximum 
about three months after operation. Most of our recent 
follow-up measurements are lower than the maximum 
values. About half the gain has been lost, but this may 
be due to winter. We have not yet been able to complete 
our study of weather and time change. We believe this 
fall may prove too big to be explained by weather 
changes alone. 


Discussion 


The disability in patients with large air cysts of lung 
is due to“mechanical interference by the cyst with the 
ventilation of diseased lungs. The cyst and lungs are 
too big. for the thorax. As soon as the chest is opened 
the cyst balloons through the incision. The anesthetist 
immediately notices an improvement in the patient’s 
condition and ventilation. This has often been reported 
(Atherstone 1956, Dugan and Samson 1950). 

Compression may prevent ventilation of relatively 
healthy lung near the cyst. Respiratory effort is wasted 
in changing the volume of the cyst. The existing tendency 
of the damaged lungs to trap air is increased. Some of 
the tidal volume is lost to the ventilation of the cyst. 
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Fig. 2—Relationship between effort-tolerance grade and one-second 
forced-expiration volume in 150 patients with chronic obstructive 
lung disease. 


The bronchial leak into the cyst was found at operation 
to be fairly large in some patients and small in others. 

If the lungs are healthy, a cyst may encroach on two- 
thirds of one lung field and the patient yet be symptom- 
free. Breathlessness, when present, must therefore be 
related to general disease of the lungs. The more diseased 
they are the less are they able to carry the extra burden 
of the cyst. It follows that the larger the cyst and the 
more breathless the patient, the more seriously must 
operation be considered. Our experience has confirmed 
this. 

2 patients with very large cysts (half of one lung field) 
but no symptoms were tested. Timed ventilation measure- 
ments were almost normal in one and about two-thirds 
presumed normal in the other. There is no evidence 
that the disease is progressive in these patients. Even 
should they deteriorate nothing is lost by waiting. 

As, over the years, diseased lungs gradually lose their 
efficiency, there comes a time when small deteriorations 
cause disproportionately large losses of effort tolerance. 
The mean difference in one-second forced-expiration 
volume between normal people and our grade-3 patients 
(those unable to walk with others on the level but able 
to walk any distance) is 2500 c.em. The mean difference 
between our grade 3 and our grade 5 (patients unable to 
walk one hundred yards slowly) is only 450 c.cem. This 
difference was found in a study of over 150 patients 
with bronchial disease in our laboratory. 

Similarly, it would be expected that small increments 
of lung efliciency, signalled in our patients by small 
increments in the one-second forced-expiration volume, 
might be followed by a disproportionately large improve- 
ment in their effort tolerance. This, we believe, explains 
in part the ‘‘ enormous improvement ’’ enjoyed by our 
9 patients. 

In 150 patients with bronchial narrowing or obstruction 
as a feature of their chronic lung disease, we have 
compared their effort tolerance graded as described 
(table 1) with their one-second forced-expiration volumes 
(Smart and Capel 1957). There was a clear relationship 
between the two (fig. 2). In 8 of our 9 patients who 
‘improved enormously,’ the increase in one-second 
forced-expiration volumes for-the increase in effort- 
tolerance grade claimed by the patient was what would 
have been expected if this relationship held true for 
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them. This suggests that the improvement is proportional 
to the relief of airway obstruction. 

As we believe the disability to be due to mechanical 
interference with lung ventilation, we see no place for 
pulmonary plexectomy in treatment. Those who have 
reported most benefit from this manceuvre found it 
largely in those patients from whom the cyst had been 
removed as well. Their reported improvements with 
plexectomy seem to be comparable to ours without it. 

The comparative safety with which these often 
dangerously disabled patients may be operated on is not 
unexpected. The patient with respiratory insufficiency 
is never so well off as he is temporarily during the con- 
trolled ventilation of anesthesia. The patient with 
a large cyst improves as soon as his chest is opened. The 
operation is technically fairly simple. A critical burden 
is removed, so increasing the patient’s ventilation reserve. 
Our ‘‘ enormously improved ’’ patients claimed benefit 
even during the first few days after operation. 


Conclusions 


As radiological diagnosis may be difficult, a close 
study should be made of the chest radiographs of all 
breathless patients before they are labelled ‘* chronic 
bronchitis and emphysema.”’ 

In 8 of the 9 patients who were ‘‘ enormously improved”’ 
there was direct and indirect evidence that this improve- 
ment was related to relief of chronic obstruction of the 
airways. It may be that the presence of a large cyst 
in the thorax can aggravate the general narrowing of the 
bronchi of lungs already diseased. 

Surgery should not be considered in symptom-free 
patients. Resection is dangerous in very breathless 
patients when fluoroscopy (and bronchospirometry if 
available) show the cyst to be on the more efficiently 
ventilated side of the chest. Open drainage may be 
proved to be of value in these cases. 

Surgery should be considered in all breathless patients 
who are found to have an air cyst of the lung occupying 
at least a third of one lung field on the chest radiograph. 
The larger the cyst and the more breathless the patient 
the more urgently is surgery required. 


sé 


Summary 


(1) 21 patients with large air cysts of the lung (occupy- 
ing more than a third of one lung field) were treated 
surgically. 

(2) Clinical and spirometric findings before and after 
operation were recorded. 

(3) The operation proved both simple and safe. 

(4) 9 of the patients were ‘* enormously improved.” 

(5) It is coneluded, with one reservation, that the 
larger the cyst and the more breathless the patient 
the more seriously must operation be considered. 


We wish to thank Dr. J. Smart for his advice, for his 
assistance with the pulmonary-function studies, and for 
referring patients to us. We also wish to thank the other 
physicians who referred patients. 
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In the routine diagnosis of dysenteriform diseases, 

which falls to the lot of the tropical physician, it is 
advisable to have as many strings to one’s bow as is 
possible. 
It is a fact that, generally speaking, little crucial 
information can be garnered either from the patient’s 
history or from physical examination of the abdomen. 
In patients hailing from the East, in whom a whole 
series of differing diagnoses have been made from time 
to time, and an equal number of varying treatments 
prescribed, it is a recurrent perplexity to disentangle the 
probable course of events. So often the diagnostician is 
faced by the same story of repeated fecal examinations 
positive for amesbe one day and negative the next—a 
discrepancy which has given birth to the widespread and 
popular belief that the causal organism disappears from 
the intestinal tract directly the patient passes from the 
tropics to temperate zones, only to reappear in reinforced 
numbers immediately on his return to the endemic areas. 
If the feces contain no active amoebe or cysts, little 
will be gained from even the most skilful microscopic 
examination of them. 

In consulting practice, it is not possible to admit to 
hospital for long and elaborate laboratory tests every 
patient who complains of an intestinal upset. It is 
therefore desirable to devise a technique whereby a 
positive and reliable diagnosis may be arrived at with 
the minimum expenditure of time. In this paper we 
describe the method we have routinely used for the past 
few years, and broadly summarise the results obtained. 
We are encouraged to do so by the success of this 
technique. 

The diagnosis of ameebic dysentery may be very simple ; 
on the other hand it may be, and often is, the very reverse. 
Entameba histolytica, in its habits, may be likened to 
a Searlet Pimpernel of tropical medicine—*‘ here today 
and gone tomorrow.” It is this cyclical appearance of 
the organisms which renders routine diagnosis such a 
chaney affair. Because of the sporadic nature of the 
infection and its confinement for the most part to the 
large intestine, no reliable intradermal or serological 
diagnostic tests have been evolved, and the diagnosis 
ultimately depends, therefore, on identification of the 
causative organism. In such diagnosis the discovery, in 
a preparation, of one authentic EF. histolytica is as 
important as that of a dozen or more. 


Rectal Biopsy 

The sigmoidoscopic appearances of amoebic lesions on 
the bowel wall have been often described. In the acute 
stage they are often obvious and characteristic, but in 
the chronic stage they may be difficult to detect. In 
some cases the points of entry into the mucosa are so 
minute as to escape detection, and in others active and 
typical ameebe have been identified in preparations from 
the normal mucosa. From the diagnostic viewpoint it 
is fortunate that FE. histolytica is a parasite of the large 
intestine and is apt to favour the lowest part of the 
bowel—the rectum in particular. The lesions are there- 
fore readily aecessible, and through the proctoscope 
biopsy scrape preparations are easily and painlessly 
obtainable. The rectum proper extends for 5 in., of which 
4!/, in. can be viewed through the proctoscope. 
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The technique is simple, and skill in its application is 
readily acquired. The instrument used does not conform 
to the common model designed for the treatment of 
hemorrhoids or examination of the lower bowel, but has 
been designed for this specific purpose. It is a tubular 
rectoscope, 6 in. in length by 3/, in. in diameter, and is 
provided with a suitable handle. 

After lubrication with ‘K-Y Jelly’ (not petroleum 
jelly which tends to spoil the preparation), the tube, 
which has previously been warmed in water, is inserted 
and gently pushed up so as to permit examination of 
41/, in. of the rectum. The importance of pushing the 
instrument home lies in the fact that the part of the 
mucous membrane coming into contact with the end of 
the tube bulges into it, presenting a suitable surface for 
biopsy scraping. An area of the mucosa can be viewed 
at the upper limit of the tube range, and other areas as 
the instrument is being slowly withdrawn. For illumina- 
tion a dental lamp provides a full, evenly distributed 
illumination and is known as the ‘ Straight Illuminator 
Lamp.’ It is fitted into a long flex attached to a battery. 
It is not necessary as a routine to use a magnifying 
eyepiece. 

Biopsy material is obtained by scraping the suspected 
area of the mucosa with a long-handled Volkmann spoon. 
The stem is 16 in. in length and the diameter o* the cup 
1/,in. It is important that the edges of the spoon should 
not be so sharp as to unduly lacerate the tissues. 
A sample of the diseased mucosa is obtained by side-to- 
side movement of the base of the spoon impinging 
against the interior of the proctoscope. By these means 
a definite slice of the mucosa comes to lie in the hollow 
of the spoon: this is removed directly, with the aid of 
a matchstick, on to a microscope slide, and a ‘‘ squash 
preparation ’’ is produced by pressing down with a no, 1. 
3/,-In.-square coverglass. 

The specimen is first quickly examined under a low- 
power lens and then with the '/, in. It is essential that 
the microscope should always be handy, for the prepara- 
tion must be fresh and the cells must be seen in the living 
state. An interval of 5-10 minutes is fatal to success, 
since the finer appearances of the mucosal pattern 
deteriorate with great rapidity. No normal saline or other 
diluent should be added, The addition of vital stains do 
nothing to assist in the interpretation of the appearances, 
which must be assessed with the tissue in a fresh and 
undamaged state. The condenser should be racked 
down so as to be able to obtain clear definition of the 
outlines of the intestinal cells. 


Macroscopic Appearances of Ameebic Lesions 


In the main the lesions of amoebic dysentery seen in 
the rectum conform to those seen higher up in the 
sigmoid colon. 

In the acute stage, small, discrete, flat depressions, 
with undermined edges and hemorrhagic margins, can 
be distinguished. Submucous telangiectatic hemorrhages 
are often seen in their vicinity. In our experience it is 
rare to be able to recognise the classical diamond-shaped 
amoebic ulcer in this situation. More usually the changes 
are very superficial and range from small granulations to 
hyperemic patches. 

In the Chronic stage the changes are so minute and so 
superficial that they may escape detection. The actual 
depressions in the mucosa may be so shallow that it 
requires oblique illumination, as Cropper (1945, 1951) 
has emphasised, to show them up. By punch biopsy 
he has shown that the cavity of such a lesion extends 
down to the muscularis mucose# beneath the superficial 
glands. In 1937 one of us (P. M.-B.) described the mucosa 
as ‘‘ pock-marked ’’ and as resembling the lesions pro- 
duced by the nibbling of ‘‘ microscepie mice ’’ (fig. 1). 
It is to Cropper that we are indebted for the expressive 
terminology in which he compares the pin-point craters 
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to those of bomb 
craters as seen 
in aerial photo- 
graphs. The 
small ones upon 
which we place 
particular empha- 
sis give what he 
terms a ‘‘ pigskin 
appearance’’ or 
minute scattered 
pits, resembling 
pinpricks on a 
plasticine surface. 
Cropper has 
demonstrated 
their microscopi- 
cal structure by _ Fig. 
**punch’’ biopsy. 
It is necessary to 
differentiate this pathological picture from the regularly 
disposed openings of Lieberkihn’s glands in the lower 
rectum. 





chronic 
amoebic dysentery ‘* Pigskin pittings.’’ 


I—Proctoscopy of rectum: 


Microscopic Appearances in Scrape Preparations 
The Normal Picture 

A preparation of normal mucosa shows the crypts of 
Lieberkihn with their contained columnar cells spread 
out in a symmetrical mosaic pattern when 
spread out on a slide (fig. 2). The boundaries 
of the glands can be envisaged outlined with 
capillary vessels and encompassing (besides 
the normal cells) goblet cells, lymphocytes, 
and occasionally eosinophils. 
Amebic Lesions 

In biopsy scrapings under the micro- 
scope, HE. histolytica in the active and cystic 
stage can readily be picked out from the 
midst of the necrotic debris by its refractile 
and shiny appearance (fig. 3). There is 
something crystalline about it which makes 
it stand out, so to speak, from the surround- 
ing cells. To make recognition absolutely 
certain, the organisms should protrude 
pseudopodia and perform ameeboid move- 
ments. They can easily be induced to do so 
by warming the slide. (No elaborate appara- 
tus is necessary; placing the slide for a 
few minutes on the microscope lamp base 
suffices.) We would draw attention to 
the fact that cysts of the non-pathogenic 
ameebie, such as EF. coli, BE. nana, and Iodameba bitchlii 
tend to adhere to the mucosal surface and may be 
demonstrated in this situation. We have also found 
therein ova of ascaris, ancylostoma, Schistosoma mansoni, 
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Fig. 2—Normal! rectal mucosal pattern. 
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Tenia saginata, and oxyuris, besides adults of the 
latter worm. 

Bacillary Dysentery 

A recurrent difficulty in tropical practice is the differ- 
entiation of mild attacks of bacillary dysentery from 
those of the ameebic form, and to obtain some positive 
evidence as an aid to treatment. For this purpose the 
history and physical examination, however thorough, 
may yield remarkably little information. Microscopical 
examination of the feces may also provide little, and 
cultural methods are on the whole too long, too tedious, 
and too uncertain, while serological reactions are subject 
to the same drawbacks and are usually unreliable. 

The proctoscopic appearances of these post-bacillary 
cases are superficial and s zht. Usually the mucosa has 
an angry and lack-lustre appearance: at the most, 
small, deep red, strawberry-like granulations are visible. 
On the other hand, the cellular changes in biopsy prep- 
arations are very helpful to the trained eye. The 
diagnostic sign consists in the recognition of minute 
granules in the columnar cells. They are of a protein 
nature, and are coarser and more irregularly disposed 
than the finer ones only detectable under the 4/,, in. lens 
in normal biopsy preparations. Frequently, too, small 
necrotic foci within the crypts of Lieberkihn may be 
demonstrated (fig. 4). These intracellular changes are 
not found in amabic dysentery. 
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Fig. 3—Scrape biopsy : ameebic dysentery. Many free E. histolytica with ingested red 
cells and Charcot-Leyden crystals in a case with no amcebe or cysts in the faces. 


Ulcerative Colitis 

It is not always easy to separate the mucosal lesions 
of ulcerative colitis from those of the bacillary dysenteries. 
We have come to regard the deep-red-porter colour of 
the granulations and the general angry look of the mucosa 
as being suggestive. In biopsy material the picture is 
that of advanced coagulative necrosis of the crypts and 
contained cells, together with aggregations of leucocytes 
and macrophages (fig. 5). We have also observed on 
one occasion a curious phenomenon of autolysis of the 
cells under the high power of the microscope. This 
consists of minute spirochete-like filaments, undergoing 
active undulating movement and breaking down into 
minute granules as depicted in fig. 6. This seems to 
indicate a necrotic process which is peculiar to ulcerative 
colitis. It is possible that this phenomenon can be 
demonstrated solely in fresh preparations. Our experi- 
ence agrees with the statement that the essential lesion 
of ulcerative colitis, as seen in rectal biopsy material, 
appears to be an excessive destruction of undifferentiated 
cells leading to secondary infection (Lumb and Protheroe 
1955). The ‘‘ strawberry lesion ’’ of Shera (1955), con- 
firmed by Thomas (1956), is in our opinion indistinguish- 
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Fig. 4—Rectal biopsy showing granular cells in a convalescent case of 
bacillary dysentery. 


able from that of ulcerative colitis with a superadded 
spirochetal infection. In this connection we would 
draw attention to the appearances illustrated in fig. 6, 
which, though obviously of protoplasmic origin bear a 
close resemblance to massed spirochetes. 


Mucous Colitis 

This and other forms of disturbance of colonic function 
associated with oversecretion of mucus are often met in 
the diagnosis of the dysenteries. 
Here the proctoscope reveals a 
pale and puckered mucosa over- 
laid with a patina of adherent 
mucus. In this condition biopsy YT). ” 
preparations are very helpful (2) 
in firmly establishing diagnosis. ( hy), 





The hypersecretion of mucus 
can readily be seen in the 
goblet cells of the follicles, 
which are swollen with mucin Fig. 6—Autolysis of cells 
and present a characteristic of Lieberkiihn in acute 


ulcerative colitis pro- 


picture which in our opinion, is . 
ducing an appearance 
hii A 


reliable in this common condition 


(fig. 7). 





spirochetes. 


Tropical Sprue 

Though the diagnosis of tropical sprue can usually be 
reached from a physical examination of the patient, from 
examination of the blood-cells, and from analysis of the 
feces, proctoscopy provides very considerable assistance, 
especially in borderline cases. The mucous membrane 





Fig. 7—Rectal biopsy pattern of mucous colitis, showing excessive 
secretion of mucus by goblet cells in the crypts. 
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has a dull surface and is usually pale rose-pink. When 
mopped with a cotton-wool swab, the surface is not 
easily damaged (as it is in bacillary infections) and 
presents a fine beaded surface. Usually pale cream- 
coloured feces can be seen adherent to the mucosa. 
Biopsy scrapings usually show a regular mucosal pattern, 
but small nests of fine granules are visible between the 
crypts, possibly indicating the presence of some mild 
toxic agent. 


Ameebic Dysentery: Value of the Method 


To compare the microscopical findings in direct exam- 
ination of the faces and in proctoscopic scrape prepara- 
tions we present 30 positive consecutive cases of amabic 
dysentery. In these the infection was acquired in the 
following places : 

British Guiana 1, Burma 3, Ceylon 1, Egypt 3, England 
(indigenous case) 1, Far East 2, Iraq 3, India 6, Indo-China 1, 
Italy 2, Malaya 1, Natal 1, Pakistan 1, Venezuela 1, West 
Africa 3. 


Examination of the feces showed LE. histolytica cysts 
in 16 cases, vegetative forms in 5, and both in 2. No 
amb or cysts were found in 7. 

In all 7 cases with negative faeces, active vegetative 
E. histolytica were found in proctoscopy scrape prepara- 
tions. In these 7 there was a previous history of ameebic 
dysentery in 4, previous diarrhoea and abdominal dis- 
comfort in 2, and no previous history of dysentery or 
diarrhea in 1. 

Proctoscopic scrape preparations from the 30 patients 
showed active vegetative forms of H. histolytica in 13 and 
cysts in 2. In 24 of the patients, proctoscopy showed the 
typical red, inflamed, or pitted mucosa. In 6 the mucosa 
looked normal; 2 of these exhibited vegetative forms of 
E. histolytica in scrape preparations. 

Of the 30 patients, 15 gave a previous history, or 
presented positive signs and symptoms, of amebic 
dysentery, and 8 of previous or present diarrhea. In 7 
there were-no previous or present symptoms or signs of 
diarrhea or dysentery. 

The special proctoscope is made by Messrs. Vann Bros., 
the lamp by Messrs. John Bell & Croyden, and the Volkmann 
spoon by Messrs. Allen & Hanburys. 
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THIRTY-MINUTE SCREENING TEST FOR 
PHZOCHROMOCYTOMA 


D. HincEerty 
M.Sc., Ph.D. N.U.I., A.R.I.C. 
From the Department of Biochemistry and Pharmacology, 
University College, Dublin 

THe estimation of urinary catecholamines is now 
generally accepted as the most reliable diagnostic test 
for pheochromocytoma, being more specific (and involv- 
ing less inconvenience and risk to the patient) than the 
provocative tests and tests with adrenolytic agents 
sometimes used. 

The normal urinary excretion of catechols by resting 
patients is about 15-30 ug. per 24 hours, of which about 
80% is noradrenaline (Von Euler 1955); excretion 
by people engaged in normal daily activities is about 
twice as high. Goldenberg et al. (1954), in a study of 
thirteen normotensives and thirty-five patients with 
essential hypertension, found that it was never more than 
100 ug.; other workers, however, have reported some- 
what higher normal values, the extreme range being 
15-185 ug. (Burn 1953, Pekkarinen 1954, Von Euler 
and Floding 1955). 

In cases of chromaffin-cell tumours a striking increase 
is seen. Although a 24-hour urinary excretion of only 
190 ug. has been reported by Goldenberg et al. (1954) 
and one of 180 ug. by Burn (1953), the amount excreted 
is usually about 10-100 times the normal and may be 
as much as 9000 ug.—representing a secretion of about 
200 mg. per day (Von Euler 1955). The increase is most 
often in the noradrenaline, though cases have been 
described in which adrenaline secretion was also greatly 
increased (Holton 1949, Engel and Von Euler 1950, 
Goldenberg and Rapport 1951, Burn 1953, Von Euler 
and Floding 1955). 

Several methods (Engel and Von Euler 1950, Lund 
1952, Goldenberg et al. 1954, Pekkarinen 1954, Moulton 
and Willoughby 1955, Von Euler and Floding 1955) 
are now available for estimating urinary adrenaline and 
noradrenaline. For various reasons these are beyond 
the scope of the average hospital laboratory. The semi- 
quantitative method described here, based on the Lund 
(1952) procedure for separating catechols and developing 
fluorescent products with ferricyanide (Ehrlen 1948), 
is designed to detect the presence of more than 180 ug. 
of catechols in a 24-hour collection of urine, without 
differentiating them as noradrenaline and adrenaline. 
The test can be carried out in about half an hour and 
can be used as a routine test in any laboratory having an 
ultraviolet lamp. Several specimens can be tested at 
once with little extra expenditure of time or effort. 


Procedure 

Measure a tenth of the 24-hour collection of urine (filtered 
if necessary), make up to 200 ml. with distilled water, and 
pour into a 250-ml. beaker. Add 2 g. of aluminium oxide 
(this need be weighed only once and can be measured sub- 
sequently by volume with a small graduated cylinder) and 
0-5 ml. of 1% phenolpbthalein, then add 20% NaOH drop 
by drop, stirring thoroughly with a thick glass rod, until a 
definite pink colour persists (pH about 8-4-8-5). Continue stir- 
ring for about a minute, then allow the aluminium oxide 
(with adsorbed catechols) to settle. (The heavy aluminium- 
oxide sediments very rapidly, and no centrifuging is necessary 
at this stage.) 

Pour off the supernatant fluid and precipitated phosphate 
(most of which remains suspended in the supernatant) as 
completely as possible without disturbing the aluminium 
oxide, then wash by adding about 200 ml. of distilled water, 
stirring, allowing to settle, and pouring off the water. 


Rinse the aluminium oxide into a 15-ml. centrifuge tube 
with small amounts of distilled water, centrifuge for about 
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2 minutes at 2500 r.p.m., drain off the water, and dry the 
inside of tube with filter-paper. 

Add 5 ml. of N/5 H,SO, to the tube, mix thoroughly with 
a glass rod and by shaking, and centrifuge again for 2 minutes 
at 2500 r.p.m. 

Pipette 3 ml. of the N/5 H,SO, eluate into a. ‘ Pyrex’ 
tube containing 3 ml. of 2% NaHCOs;, mix by shaking, then 
add 0-5 ml. of 0-25% potassium ferricyanide, and mix again. 
After 2 minutes add 1 ml. of a mixture containing 9 parts 
of 20% NaOH and | part of 2% ascorbic acid (freshly made), 
mix, and centrifuge briefly. 

Pour the supernatant into a flat-bottomed tube of non- 
fluorescent glass and examine under ultraviolet light. 

Under these conditions preparations from normal urine 
show faint green fluorescence, whereas those from urine 
having an abnormally high catechol content sbow an intense 
bright green fluorescence. For comparison a standard repre- 
senting about 180 ug. of catechols in 24 hours is prepared 
as follows: to 100 ml. of normal urine (containing about 
4 ug. of total catechols) add 50 ug. of noradrenaline and make 
up to 200 ml. with distilled water; extract catechols as 
described above and dilute the N/5 H,SO, eluate with 2 
parts of N/5 H,SO,. 3 ml. of this solution (which is stable 
for at least a month in the refrigerator) is used in developing 
the fluorescence as described above. 

Normal urine can readily be distinguished from urine 
containing 180 wg. or more of catechols per 24-hour collection, 
and the approximate catechol content of the specimen to be 
analysed can be calculated by diluting the standard until 
the fluorescence equals that of the specimen to be analysed 
(total catechols in 24 hours = 180/D, where D = dilution 
necessary); Or, in a positive test, by diluting the specimen 
to be analysed to match the standard. 

If the volume of the urine is greater than 2 litres, 200 ml. 
should be used and a suitable correction applied. 


Notes on Reagents 

The aluminium oxide (chromatography grade) should 
be washed by shaking 200 g. in a litre of hot NHCI, rinsing 
free from acid with several changes of distilled water, and 
drying. The ascorbic acid should be kept in the ice compart- 
ment of the refrigerator, and the ferricyanide in a dark bottle. 
The other reagents are stable. 


Preservation of Specimens 

The catecholamines are stable in acid solution; speci- 
mens not analysed immediately can be kept in the refrigerator 
for about a week without loss of activity if acidified to pH 5 
or lower by addition of about 1 ml. of concentrated H,SO,. 
A 24-hour specimen is advisable in so far as there is a diurnal 
variation in the excretion-rate, the night excretion-rate being 
significantly lower than the day excretion-rate (Burn 1953, 
Von Euler et al. 1955, Elmadijian et al. 1956); in severely 
paroxysmal cases, however, a single specimen taken following 
an attack may be more informative. 


Results 

The method has been applied to the urine of 70 hyper- 
tensives suspected of having phzochromocytoma: 69 
of them were negative, giving approximate values of 
15-132 ug. (average 46 ug.) of catechols per 24 hours. 
The remaining patient, from whom a pheochromocytoma 
was later removed at operation, excreted about 1500 ug. 
per 24 hours. This value was in close agreement with 
those obtained subsequently on the same specimen 
by biological and colorimetric methods. 10 days after 
operation this patient’s excretion of catechols had 
decreased to about 75 ug. per 24 hours. 

As a further check on the efficiency of this method of 
detecting increased urinary excretion of catecholamines, 
specimens of urine taken from athletes after strenuous 
physical exercise were tested. These always showed the 
expected increase above the pre-exercise values (Von 
Euler 1955), the approximate contents ranging from 
75-210 ug. per litre, with an average of 117 ug. 

I am indebted to Prof. E. J. Conway, F.R.s., to the Recke- 
feller Institute for Medical Research, and to the Medical 
Research Council of Ireland for facilities granted. 


References at foot of next column 
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FETAL BLOOD IN GENITAL HA MORRHAGE 
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Ir is generally agreed that, in cases of hemorrhage 
due to placenta previa or abruptio placentz, maternal 
blood is lost from the ruptured uterine or decidual 
vessels ; but the suggestion has been made (Macafee 1949, 
Busby and Neal 1951) that a proportion of the blood 
lost may come from the fetal blood-vessels of the 
placenta, and that this loss may even suffice to cause 
anemia of the newborn. We report here the results of 
an investigation undeitaken to establish whether genital 
bleeding due to placenta previa or to abruptio placentz 
carries foetal blood as well as maternal blood. Such an 
investigation is made easier by the fact that maternal 
blood does not contain more than 2% of foetal hemo- 
globin (alkali denaturation method, Singer et al. 1951), 
whereas fetal blood contains 50-100% (Walker and 
Turnbull 1955). 

To determine the variations in amount of foetal hemo- 
globin in the blood of healthy women at term, clotted 
venous blood of 113 healthy women at term was examined 
by the method of Singer et al. (1951). In 5 pregnant 
women with external bleeding due to placenta previa, 
and in 2 women with abruptio placentx, fatal hemo- 
globin was estimated in blood-clots expelled vaginally 
before and during labour and, at the same time, in 
clotted maternal venous blood. All the women were in 
the last month of pregnancy except 1 woman with 
abruptio placentze in the seventh month. 

The clotted venous blood of 113 healthy pregnant 
women at term contained 0-3—2-3% (mean 1-4%, standard 
deviation +0-53, and standard error +0-081) of fetal 
hemoglobin. In all 5 women with placenta previa and 
2 with abruptio placente the expelled blood contained 
more foetal hemoglobin than did the maternal venous 
blood, the differences between the two levels ranging 
being 0-8—2-3% (see table). 

These results seem to show that the blood lost in the 
separation of the placenta in placenta previa and in 
abruptio placentz consists partly of foetal blood, indicat- 
ing that foetal vessels have been damaged. The amount 
of foetal blood lost in this way was but small in the 7 
women examined and was not large enough to cause 
anemia of the newborn; it did not exceed 3-4 ml. per 
100 ml. On the other hand, it has been suggested that, 
in rare cases of placenta previa with marginal insertion 
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FETAL BLOOD IN EXTERNAL GENITAL HZ MORRHAGE DUE TO 
PLACENTA PRAZVIA AND ABRUPTIO PLACENTA® : 


Fetal Hb Foetal Hb 


Case hei eiatead in expelled in maternal! Difference 
no. Diagnosis blood venous %) 
(%) blood (%) 

1 Placenta previa 4-1 1:8 2-3 

2 - . 4°3 3-2 2-1 

3 - 3-0 1-1 1-9 

4 3:5 2:3 1-2 

5 os os ee 2-1 1:3 0-8 

6 Abruptio placente. . 3°5 1:8 1-7 

7 os *9 oe 3°8 2-2 1-6 


of the cord, a large umbilical vessel may rupture, giving 
rise to considerable loss of fetal blood (Wickster and 
Christian 1954). 

Summary 

In 5 cases of placenta previa and 2 cases of abruptio 
placent the amount of foctal hemoglobin in blood-clots 
expelled vaginally before and during labour was estimated. 

In all 7 cases the expelled blood contained 0-8—2-3% 
more foetal hemoglobin than did the mother’s venous 
blood. 

It therefore appears that, in the external genital 
bleeding of placenta previa and abruptio placente, 
small amounts of foetal blood are usually lost, though not 
enough to cause anemia of the newborn. 
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PREDNISOLONE SNUFF IN HAY-FEVER 
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Tue efficacy of systemic cortisone, hydrocortisone, and 
corticotrophin in suppressing the symptoms of hay-fever 
is now well established (Toogood 1956). More recently 
there have been reports of good results following the use 
of oral prednisone and prednisolone in nasal allergy 
(Arbesman and Ehrenreich 1956, Brown and Seideman 
1956, Feinberg and Feinberg 1956). 

Since the systemic administration of all these drugs 
may produce undesirable side-effects, the advisability 
of their use in hay-fever has been questioned, and 
Friedlander (1956) recommends that the treatment of 
hay-fever with both the newer and the older steroids be 
restricted to severe cases which have not responded to 
other therapy. However, the topical use of prednisolone 
in solutiog was effective and free from side-effects in 30 
patients with nasal allergy treated by Anderson and 
Ogden (1956) in a controlled trial. Similarly Herxheimer 
and McAllen (1956) record the absence of side-effects 
when using hydrocortisone snuff for the treatment of 24 
patients with pollen hay-fever; 23 of these patients 
had excellent relief of symptoms, but the trial was 
uncontrolled. 

We present here the result of a small controlled trial 
in which patients with hay-fever were treated by inhala- 
tion of either prednisolone snuff or an inert snuff 
containing lactose. 
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Method 

46 patients (23 males and 23 females), aged 12-54, 
entered the trial. All had a typical history of hay-fever, 
the duration of the disease varying from two to twenty 
years. 10 patients also had bronchial asthma. 

A positive reaction to skin testing with mixed grass- 
pollens was obtained in each case. 18 patients had 
previously received one or more courses of pollen desensi- 
tisation, but none had received this treatment for at least 
a year. 

The material for trial was supplied in two sets of cap- 
sules: one set contained 1 mg. of prednisolone with 
144 mg. of lactose, and the other set 145 mg. of lactose 
only ; the average size of the particles was 20 yu. The 
actual content of the capsules was not known until after 
the results had been assessed. The patients were arranged 
in pairs according to age and sex and were allotted to one 
of two groups at random. 

A nasal insufflator was used to apply the snuff to each 
nostril in turn. The capsules were pierced at both ends 
with a household pin and inserted in the insufflator ; 
pressure on the bulb produced a fine spray, and wastage 
was minimal. The patients were requested to use one 
capsule twice daily, dividing it as equally as possible 
between the nostrils. In no case was there initial difficulty 
due to blockage of the nose, but several patients using 
the control snuff complained that, after they had used 
the insufflator, their nostrils became obstructed. Anti- 
histamine tablets of chlorprophenpyridamine maleate 
(‘ Piriton ’) 4 mg. were provided, and the patients were 
instructed to use one or more of these tablets if the nasal 
insufflations did not control the hay-fever. Each patient 
was provided with a diary and asked to keep a daily 
record of (1) the presence or absence of hay-fever, and 
(2) the number of anti-histamine tablets used. 

Diaries were kept from May 18 to July 7, 1956, and 
the trial was divided into three periods : (1) the fortnight 
beginning May 18 was used to assess the severity of 
symptoms in each group, no snuff being administered 
but anti-histamine tablets being taken as required for 
relief of symptoms; (2) from June | to June 30 the 
patients used the insufflator and took tablets of chlor- 
prophenpyridamine maleate if their symptoms were not 
relieved ; and (3) from July 1 to July 7 anti-histamine 
tablets alone were used. 

RESULTS OF A CONTROLLED TRIAL OF PREDNISOLONE SNUFF 

IN HAY-FEVER COMPARED WITH RESULTS OBTAINED IN 18 

PATIENTS TREATED BY POLLEN DESENSITISATION 


Period in 1956 





May 18-31 June 1-30 July 1-7 
Patients i os i &e 
e F x Pe | ae 
Se Ze Sb) gz 
2s as > =o 
= A = 34 
as 
Group A (pred- | Total 47 56 134 97 22 9 
nisolone snuff), 
18 patients (9 Mean 2-6 $1 7-4 4 1-2 2-2 
male and 9% 
female)aged § Range 0-14 0-20 0-21 0-34 0-6 0-21 
12-54 
Group B (econ Total a4 64 285 4160 62 85 
trol snuff), 20 
patients (9 male | Mean 2-7 yy 14-2 23-0 ie | 4-2 
and 11 female) 
aged 12-53 Range 0-12 0-21 0-30 0-96 0-7 0-19 
(iroup treated by Total { 6 S4 101 21 35 
pollen desensi 
tisation, 18 pa- Mean 0-22 0°33 4-7 6 1-2 1-9 
tients (8 male 
and 10 female) Range 0-1 0-3 0-22 0-22 0-7 0-14 
aged 13-50 
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Results 

Only 38 of the original 46 patients completed the trial. 
The 8 patients not included in the final assessment were 
rejected for the following reasons: 4 patients did not 
keep records ; 2 devised their own treatment and did not 
adhere to the rules of the trial; 1 had persistent nasal 
blockage due to non-allergic disease in the nose; and 
1 died in a motor accident. 

There were 18 patients (9 male and 9 female) in group A 
(prednisolone) and 20 patients (9 male and 11 female) in 
group B (control). 7 patients in group A and 11 patients 
in group B had previously undergone pollen desensitisa- 
tion. 

During the initial observation from May 18 to May 31 
the 18 patients in the prednisolone group (A) recorded 
47 days on which hay-fever symptoms occurred, and 
required 56 anti-histamine tablets (means 2-6 hay-fever 
days and 3-1 tablets). In the control group (B) the 20 
patients recorded 54 days’ hay-fever (mean 2-7 days) and 
took 64 anti-histamine tablets (mean 3-2 tablets). The 
severity of the hay-fever in each group thus appears to 
be very similar. 

From June 1 to June 30, during which time nasal 
therapy was given, the patients in group A (prednisolone) 
had 134 days of hay-fever (mean 7-4 days) and used 97 
anti-histamine tablets (mean 5-4 tablets); whereas the 
patients in group B (control) had 285 days of hay-fever 
(mean 14-2 days) and used 460 anti-histamine tablets 
(mean 23-0 tablets). 

Comparison of the two groups during this period of 
nasal therapy shows that the difference between the 
number of hay-fever days is not statistically significant 
(P =0-05), but that there is a significant advantage to 
the patients treated by prednisolone as regards the use 
of anti-histamine tablets (P=0-01). However, the 
number of hay-fever days merely indicates the presence 
or absence of symptoms and takes no account of their 
severity ; it can therefore almost certainly be assumed 
that the quantity of anti-histamine tablets used provides 
a better indication of the efficacy of treatment. 

6 of the patients in the control group (B) complained 
that use of the insufflator irritated the nose, and 3 
thought that the snuff initiated attacks of hay-fever. 
Because of this 2 of the latter gave up using intranasal 
therapy a few days before the end of June. No side- 
effects, either local or general, were noted by the patients 
inhaling prednisolone snuff (group A). 

During: the first week after stopping insufflations 
(July 1-7) there was no significant difference between 
the groups. The patients who had been using prednisolone 
snuff (group A) had 22 days of hay-fever and used 39 
anti-histamine tablets (means 1-2 days of hay-fever and 
2-2 anti-histamine tablets), whereas the patients inhaling 
control snuff (group B) had 62 days of hay-fever and 
required 85 anti-histamine tablets (means 3-1 days and 
4-2 tablets). If the hay-fever days recorded by each 
group are compared, P=0-05; similarly the difference 
between the number of anti-histamine tablets used is 
not statistically significant (P =0-3). 

The patients’ own assessment of the efficacy of treat- 
ment was recorded in each case. Of the 18 patients 
inhaling prednisolone snuff (group A) 16 thought that 
the treatment had been most effective, 1 considered it to 
have been fairly effective, and 1 considered it to have 
been of little value. The 20 patients of the control group 
(B) had different views: only 7 thought that the snuff 
had been effective, 2 considered it to have been fairly 
effective, but 11 said categorically that it was ‘‘ no good.”’ 

The 10 patients with bronchial asthma (4 male and 
6 female) were divided equally between each group. Of 
the 5 patients in group A (prednisolone) 2 recorded 
improvement in their asthma and had almost complete 
relief of hay-fever symptoms. In group B (control) 2 


patients thought that their asthma had improved, but 




















THE LANCET] 


only 1 of this pair felt that the hay-fever had benefited 
from the snuff. 

While this trial was in progress a further 18 patients 
(8 male and 10 female, aged 13-50) with hay-fever were 
under observation in our clinics. They had all been 
treated by pollen desensitisation and were provided with 
anti-histamine tablets (chlorprophenpyridamine maleate 
4 mg.) for relief of symptoms. Although they do not form 
a control group, we recorded the results of their treatment 
for comparison with our other patients. Desensitisation 
had continued until the end of May, 1956, and from 
May 18 to May 31 these 18 patients recorded 4 days of 
hay-fever (mean 0-22 days) and used only 6 anti-histamine 
tablets (mean 0-33 tablets). From June 1 to June 30 they 
had 84 days of hay-fever and used 101 anti-histamine 
tablets (means 4-7 hay-fever days and 5-6 tablets). 
During the first week in July they had 21 days of hay- 
fever (mean 1-2 days) and used 35 anti-histamine tablets 
(mean 1-9 tablets). 14 of these patients commented that 
they had been almost completely free from hay-fever, 
and 4 had experienced fairly good relief of symptoms. 

The results are summarised in the accompanying table. 


Discussion 

Although we deliberately administered a small dose 
of prednisolone to avoid the possibility of undesirable side- 
effects, our results suggest that the inhalation of predni- 
solone snuff is a promising method of controlling the 
symptoms of hay-fever. The 1956 hay-fever season was 
unusually mild, but this circumstance applied to both 
groups of patients, and pollen counts have shown that the 
peak of the season occurred during the period of nasal 
therapy from June 22 to June 28 (H. A. Hyde, personal 
communication). 

Both the symptoms of rhinitis and the itching and 
congestion of the conjunctive were relieved by the 
inhalation of prednisolone. A similar observation was 
made by Herxheimer and McAllen (1956) using hydro- 
cortisone snuff for hay-fever. Cotes et al. (1956) have 
shown that the inhalation of 45 mg. of hydrocortisone 
powder through the mouth produces an increased urinary 
excretion of 17-hydroxycorticosteroids, suggesting that 
hydrocortisone is absorbed systemically when inhaled 
from a powder spray. It seems unlikely, in view of the 
small quantity of prednisolone used in our trial, that 
sufficient of the drug had been absorbed to exert a general 
effect ; but this point requires further investigation. 

The 5 patients treated with prednisolone who had 
bronchial asthma in addition to hay-fever are so few 
that it is impossible to draw any definite conclusion about 
the efficacy of prednisolone snuff in bronchial asthma. 

The relief of symptoms in the group treated by inhala- 
tion ef prednisolone compares satisfactorily with the 
experience of the patients who had been desensitised to 
pollen. The latter therapy, though usually effective, is 
somewhat undesirable because of its potential danger and 
the necessity of weekly injections for three months before 
the start of the hay-fever season. We therefore consider 
that our results warrant a more extensive trial of predni- 
solone snutf, which may provide a simple, safe, and 
effective remedy for hay-fever. 


Summary 

The effect of the inhalation of prednisolone snuff was 
compared with that of placebo snuff in patients with 
hay-fever. 

38 patients were studied : 18 in the prednisolone group 
and 20 in the control group. Treatment was given from 
June 1. to June 30, 1956. 

The results suggest that the daily inhalation of 2 mg. 
of prednisolone snuff is of considerable value in the control 
of symptoms due to hay-fever. 

No side-effects were observed after the inhalation of 
prednisolone, and this treatment is considered to be 
worthy of more extensive clinical trial. 
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One of us (K. M.) has done part of this work with the 
assistance of a grant from the Geoffrey Duveen Trust. 

We are very grateful to Messrs. Pfizer Ltd. for providing the 
two sets of capsules and the nasal insufflators, and to Dr. 
M. J. H. Smith for help with the statistics. 
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Tue rarity of such an occurrence, with the unusual and 
misleading bronchoscopic appearance produced, prompts 
us to report this case of simultaneous inhalation into the 
right and left lower-lobe bronchi respectively of a metallic 
radio-opaque and a plastic radiotranslucent foreign body. 
The latter remained in situ unrecognised for ten months 
despite several bronchoscopic inspections. 


Case-report 

A farmer, aged 35, was dancing at a Christmas Eve party 
when he inhaled part of a ‘‘ blow-out’’ whistle (see figure). 
Forceful exhalation produced a slight whistling sound from 
the right side of his chest. On arrival at hospital about two 
hours later, radiography revealed the presence of a metallic 
reed in the lower lobe of his right lung. At bronchoscopy the 
reed was easily found and removed without difficulty. The 
left bronchus was not inspected. The patient’s statement 
that he had inhaled a plastic whistle was discounted because 
of his somewhat convivial state on admission and the absence 
of any abnormal clinical or radiological signs at the time of 
discharge from hospital three days later. 

About two months later he developed a wheeze and later 
a@ cough with occasional bloodstained sputum and slight left- 
sided chest pain. Further radiography during the ensuing 
months did not reveal any abnormality. Nine months after 
the incident a chest physician reported excellent general 
health, a recurrent dry cough, and rhonchi on auscultation, 
chiefly on the left side, with good air entry to the left lung. 
The result of bronchoscopy by the chest physician at this 
time was reported as follows: ‘‘ Marked feetor. In the left 
stem bronchus, below the left upper lobe orifice, there is 
gangrene. The whole bronchus from this level down appears 
to be involved. It is avascular and completely covered by 
white slough. There is a sharp line of demarcation between 
this and the proximal part of the main bronchus, which is 
entirely healthy. Basal orifices can just be seen, and there is 
no foreign body.” 





Type of whistle responsible for inhalation of two foreign bodies shown. 
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Accordingly the patient was transferred to a chest surgery 
unit, where he was described as being in excellent general 
condition and apyrexial, with a wheeze present over both 
lungs but loudest at the left base. Nothing abnormal was 
found on radiography. Bronchoscopy was repeated, and a 
similar report was given of the appearances in the left lower- 
lobe bronchus. Coliform organisms were grown from the 
bronchus, and the patient was given a course of chlor- 
amphenicol. Once more he was submitted to bronchoscopy 
(by a fourth bronchoscopist) and on this occasion palpation 
with forceps revealed the ‘‘ gangrenous slough ”’ to be a tubular 
piece of yellow plastic, the original mouth-piece of the whistle. 
This was removed with some difficulty. It had fitted the 
left lower-lobe bronchus snugly between the apical and distal 
segmental bronchial orifices, thus producing no obstruction 
and allowing a clear view of all segmental orifices. The 
patient's symptoms were relieved immediately, and the wheeze 
disappeared at once. 

Comment 


The only previous report that we have been able to 
discover of bilateral bronchial foreign bodies is that of 
Orton (1924), who removed half a peanut from the right 
stem bronchus of a child and the other half two days 
later from the left side. Here also the left bronchial tree 
was not inspected at the original bronchoscopy. Orton 
states that Chevalier Jackson at that time had seen three 
cases in which peanuts acted as bilateral bronchial 
foreign bodies. 

Examining our patient’s X-ray films in retrospect we 
could just make out the faint outline of the plastic tube. 
It was very faintly radio-opaque, whereas the metal 
reed was, of course, distinctly so. It was unsuspected 
because of the rarity of simultaneous inhalation of dual 
foreign bodies and the very faint radio-opacity ; it was 
undiscovered at the first examination because the 
examination was incomplete, the left bronchus not being 
inspected. The appearances at two subsequent broncho- 


PRELIMINARY COMMUNICATION 





[APRIL 13, 1957 


scopic examinations, some months after the original one, 
did not arouse suspicion of this second foreign body 
because of apparent disease within the left bronchus, the 
preservation of a clear lumen, and possibly because the 
bronchoscopists were less familiar with the details of 
the original incident and examination. 

The immediate disappearance of the generalised 
bronchospasm on the removal of the offending foreign 
body was very striking. It brought to mind the reflex 
bronchospasm not infrequently found in patients with 
localised disease in the bronchus or in the lung. In such 
patients, perhaps also having chronic tuberculosis, 
bullous emphysema, or bronchial adenoma, operation 
may be long delayed because of associated ‘‘ generalised 
bronchitis,’’ only to find that the rhonchi, which have 
failed to respond even partly to medical measures, have 
disappeared immediately after resection. 

It is worth remembering that generalised, as distinct 
from local, bronchospasm may have a reflex «etiology 
from a focal source of irritation. 


Summary 

A man inhaled the proximal end of a toy whistle. 

The metallic radio-opaque reed was removed from the 
right lower-lobe bronchus about four hours after the 
incident, but the plastic mouth-piece remained in the 
left lower-lobe bronchus for ten months and was recog- 
nised and removed at a fourth bronchoscopy. 

No localising radiological signs were produced by this 
tubular plastic foreign body, but reflex bronchospasm was 
relieved immediately by its removal. 

We are grateful to Mr. Bruce Dick, of the Hairmyres 
Hospital thoracic unit, for his encouragement and permission 
to publish. 
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Preliminary Communication 


NON-TUBERCULOUS JUVENILE 
BRONCHIECTASIS: A VIRUS DISEASE ? 


NON-TUBERCULOUS bronchiectasis in the child is 
usually ascribed to some ill-defined episode of pyogenic 
bronchitis, perhaps complicating a specific fever. We 
suggest that, in a substantial number of such cases, 
the lesion is due to chronic infection of the bronchi 
with the adenovirus (4.P.c. virus), and that some of the 
characteristics of the lesion are due to the persistent 
presence of virus. 

This suggestion arose from the demonstration to us 
by Dr. W. F. H. Jarrett, of the veterinary pathology 
department of Glasgow University, of the lesions of the 
common respiratory disease of cattle which he has 
described! under the name of ‘ cuffing pneumonia ’”’ 
and has suggested might well be of virus etiology. 
Since this work was begun, the description by Innes 
et al.2 of similar lung changes in the rat, which they 
ascribe to infection by the Nelson rat-lung pneumonia 
virus, adds further support. 

Jarrett } has shown that the cattle disease begins in 
the calf in an acute form with mild peribronchial lympho- 
cytic infiltration, passes through a chronic stage in 
which lymphoid hyperplasia is the main feature, and 
ultimately develops into bronchiectasis with fibrosis. 

From early 1956 our morphological investigation of 
lobectomy specimens from patients with bronchiectasis 
indicated strongly the presence of a similar process in 
human lungs. In brief, the dominant feature present in 
about three-quarters of the cases was lymphoid hyper- 
plasia affecting the hilar nodes and irregularly narrowing 
the lumen throughout the whole length of the bronchial 


J. Path. Bact. 1954, 67, 441. 


1. Jarrett, W. F. H. 
t. M Yevich, P. 


2. Innes, J. R. M., McAdams, A. J., 


e Amer. J. Path. 
1956, 32, 141. 


ramifications in the affected segments or lobes (see figure). 
In 1948 Cruickshank * investigated bronchiectasis in 
rats and suggested that lymphoid hyperplasia might 


3. Cruickshank, A. H. J. Path. Bact. 1948, 60, 520. 
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Characteristic hyperplastic lymphoid tissue 





small bronchi and extends almost to pleural surface. Lung 
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play some part in the pathogenesis of bronchiectasis in 
children. A comparison of healthy lungs and of lungs 
showing other types of chronic disease, with the bronchiec- 
tasis material, has confirmed the impression that lymphoid 
hyperplasia is the important feature in bronchiectasis. 


INVESTIGATION AND RESULTS 

These considerations led us to investigate the possibility 
of demonstrating a virus in such patients. In 18 cases 
so far investigated serological tests were made before and 
after operation, and the resected specimen was used for 
bacteriological, virological, and histological investigation. 
At first complement-fixation tests, as described by Grist, 
were made with antigens from several possible viruses : 
influenza viruses A, B, and C; newborn pneumonitis 
virus (type Sendai); and the adenovirus group. After 
testing the first 8 sera, however, we saw that positive 
results were being obtained only with the adenovirus- 
group antigen ; our attention was therefore concentrated 
on this group. 

8 of our cases showed a titre of 1/16 or over, 3 one of 1/8, 
and 7 one of less than 1/2. Our previous experience with 
complement-fixation tests in 600 cases of respiratory 
disease suggests that titres of 1/16 or more, in single or 
repeated specimens, indicate continuing adenovirus 
infection, whereas titres of 1/8 are doubtful and those 
below 1/8 are negative. 

In 1 case with positive serum more conclusive evidence 
of the réle of the adenovirus in bronchiectasis was 
obtained with the isolation from the resected lung tissue 
and hilar lymph-nodes of an agent which produced the 
cytopathogenic changes in tissue culture and the comple- 
ment-fixation reaction characteristic of an adenovirus. 





DISCUSSION 

Many of the pathological features of these cases can be 
attributed to the secondary effects of lymphoid hyper- 
plasia, which is apparently the characteristic lesion 
causing irregular bronchial stenosis. That the adeno- 
viruses are responsible for this, at least in many cases, 
is less surprising when we consider their réle in con- 
nection with lymphoid hyperplasia at other sites (tonsils 
and adenoids,’ conjunctiva,® and mesenteric lymph- 
nodes 7). 

In bronchiectasis pyogenic infection is important, 
of course, and it is not our purpose to minimise the rdle 
of Haemophilus influenzae **; but we suggest that, as in 
influenza, the primary pathogen is a virus, and that 
pyogenic bacteria are secondary invaders. 

We are investigating the relation of the adenovirus 
group not only to the relatively well-recognised acute 
respiratory diseases but also to chronic lung disease, 
which is considered to be an intermediate stage in the 
development of bronchiectasis, and already we have 
serological evidence of its association with some cases of 
‘* sinobronchitis.”’ 

SUMMARY 

Lymphoid hyperplasia is an important element in 
most cases of juvenile bronchiectasis. 

Resemblance to animal diseases which are almost 
certainly of virus origin prompted search for a virus in 
such cases. 

Of 18 cases so far investigated serological evidence of 
adenovirus infection has been obtained in 11 and an 
adenovirus has been isolated in 1 case. 

We acknowledge with pleasure our indebtedness to the 
following physicians and surgeons whose willing codéperation 
provided us with the clinical cases: Prof. 8. G. Graham and 
4. Grist, N. R. 
5. Rowe, W. P., 

Ward, T. G. 
6. Rowe, W. P., 

5, 453. 
7. Kjellén, L. 
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T. M. Welch, R. A. McCluskie, and N. McSwan ; to Prof. D. F. 
Cappell and Dr. G. B. 8. Roberts, who made available histo- 
logical material from their departments: to Miss Helena 8. 
Adamson, B.sc., for making the bacteriological tests: to C. 
McLean, F.I.M.L.T., for assistance with the serological tests : 
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for their help in obtaining specimens. 
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encouragement offered and facilities made available by 
Dr. A. M. MacDonald. 
University Departments of Patho- 
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Glasgow, and the Virus Laboratory 
of the University Departments of 
Bacteriology and Infectious Diseases, 
Ruchill Hospital, Glasgow 


New Inventions 


INSTRUMENT FOR RATCHET SUSPENSION OF 
THE BOYLE-DAVIS GAG FOR TONSILLECTOMY 


THE accompanying diagram illustrates a suspension 
instrument designed for this purpose. It is a triangle, 
constructed of a steel rod, which carries a sliding bar with 
ratchet at the apex of the triangle; the bar has a large 
slot at the bottom to accommodate the hook of the 
Boyle-Davis gag. 





DOWN GROS LONDON 








The triangle is slipped over the patient’s head; the 
cross-bar base of the triangle prevents skidding and 
damage to the rubber cushion of the operating-table. 

The ratchet mechanism is similar to that on the Boyle- 
Davis. gag and allows easy, quick, and zccurate adjust- 
ment and release of the gag. This is of advantage if it is 
found necessary to reposition the gag during operation, 
and it also enables the surgeon to get the necessary 
position of the head without raising it from the operating- 
table. The degree cf adjustment on the ratchet enables 
the suspension to be used for adults and children. 

This instrument incorporates the principle of suspen- 
sion by the ‘ Draffin Bipods.’ 

I wish to thank Mr. Maurice Down, of Down Brothers & 
Mayer and Phelps Ltd., for his help in constructing the 
instrument. 

W. H. B. MAGAURAN 


Loudon M.D., M.CH. N.U.1., F.R.C.8. 
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Reviews of Books 


Taylor’s Principles and Practice of Medical Juris- 
prudence 
lith ed. Vol. 1. Editors: Sir SypNEY SMITH, C.B.E., 
F.R.C.P.E., F.R.S.E., emeritus professor of forensic medicine, 
University of Edinburgh ; Kriru Srmpson, m.p., reader 
in forensic medicine, University of London. London: 
J.& A. Churchill. 1956. Pp. 626. 70s. 

‘Taylor ”’ first appeared in 1865, but the 11th edition 
bears few marks of antiquity. Dr. Keith Simpson is 
now associated with Sir Sydney Smith, an editor since 
1928; so this famous work has now, in part, returned 
to Guy’s. 

From 1865 until 1905 it stayed in the Borough, for 
Stephenson took over from Taylor. In that year, however, 
it journeyed across London Bridge to Whitechapel, where 
F. J. Smith of the London Hospital became its new author. 
His chief alteration was to introduce ‘small print’’ for 
quoted cases and to discard not only the illustration of the 
‘Waterloo Bridge body ”’ but also that of Dr. Parkman, who 
was, however, restored to favour in a later edition. In 1928 
it moved again, this time north of the Border to Edinburgh 
into the capable and experienced hands of Sydney Smith 
who introduced new material but retained the small print 
which still remains. Now he is joint editor with Keith Simpson, 
who has obtained valuable assistance from Gerald Howard, 
Q.C., M.P 


As Sir Sydney says in his preface, Dr. Simpson’s 
influence can be observed in most sections, for not only 
has he included many of his well-known cases but he 
brings his characteristic style. The text has been 
thoroughly revised, and several sections have been largely 
rewritten. Nearly three hundred new cases and some 
forty new illustrations have been introduced. The legal 
aspect has been revised by Mr. Gerald Howard, a section 
on psychiatry and the law contributed by Dr. David 
Stafford-Clark, and the chemical aspect revised by 
Mr. L. C. Nickolls, director of the Metropolitan Police 
laboratory at New Scotland Yard. 

In forensic medicine, as in so many other branches of 
medicine, the days are past when a single expert can pro- 
nounce authoritatively on all questions. As the senior editor 
remarks : 

“The assistance of the chemist, the physicist, the biologist 
and of experts in other branches of science has given greater 
precision in our work with a corresponding increase in the 
value of evidence. Over all, however, there must be someone 
who is able to advise on the procedure to be adopted, the 
particular scientist whose help should be sought, and who 
takes a final responsibility of advising the Crown. Thus there 
would appear to be no lessening in the need for a general work 
such as this ...’’ The editors of such a work must try to be 
clear without being dogmatic ; for counsel may cite them as 
the ultimate authority, and if they have expressed their 
views with insufficient reserve the court may give different 
opinions less than their due weight. 


This leading reference book is indispensable to medical 
jurists. The second volume in the new edition is expected 
to appear in a few months. 


Cytologic Technics for Office and Clinic 
H. E. Nresures, M.D., director of the Cytology Labora- 
tory, Bethel Hospital, New York; London and New 
York: Grune & Stratton. 1956. Pp. 233. $7.75. 


MAKING no pretence to teach the art of cytological 
diagnosis, this eminently practical manual ranges over 
all parts of the body to which the technique has been 
applied recently. ‘‘ Recently ” is an important qualifica- 
tion: ‘‘cytology”’ has a curiously limited meaning 
in this context ; for instance, in the urine it is applicable 
to the diagnosis of tumours by examination of the 
sediment, but not to the more old-fashioned method 
of diagnosing nephritis. The main diagnostic possibilities 
are considered at each site and the method of obtaining 
suitable specimens is considered in detail. The section 


on laboratory organisation, dealing as it does with the 
methods necessary in handling material in bulk, may 
well prove to be the most valuable part of the book. 


REVIEWS OF BOOKS 
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Tratamiento de la Meningitis Tuberculosa y de la 
Tuberculosis Pulmonar Aguda 
Dr. JuAN Torres Gost, Sanidad Nacional de la Lucha 
Antituberculosa oficial. Madrid: Espafia Calpe, S.A. 
1955. Pp. 122. 

THIS monograph summarises Dr. Torres Gost’s experi- 
ence in the treatment of meningeal and pulmonary 
tuberculosis. He pleads for the association of isoniazid 
and streptomycin in the management of meningeal 
tuberculosis and records an overall mortality of 6-7 in 
a series of 278 eases. This is a very high proportion of 
successes, which cannot be matched in this country. 
Since other Spanish workers have achieved similar or 
even better results—Ramos and Soriano for example 
using isoniazid alone, it may be that tuberculous menin- 
gitis is less severe in Spain than it is in this country. 
The treatment is set out in detail, and some guidance 
about the handling of complications adds interest. The 
second part of the book is concerned with the rdle of 
antibiotics in pulmonary tuberculosis. 


Stress and Strain in Bones 
Their Relation to Fractures and Osteogenesis. F. GAYNOR 
EVANS, PH.D., associate professor of anatomy, Wayne 
State University College of Medicine, Detroit, Michigan. 
Springfield, Ill. : Charles C. Thomas. Oxford: Blackwell 
Scientific Publications. 1957. Pp. 245. 50s. 

Most of the recent experimental work upon the effects 
of mechanical forces on the skeleton has here been col- 
lected and examined. The book is introduced by an 
explanation of the techniques which can be used, and it 
contains a critical examination of the applications and 
importance of the photo-elastic, stress-coat, and strain- 
gauge techniques. A consideration of stress and strain 
in long bones occupies most of the space, though there 
are useful sections on the skull and on the effect of stress 
upon development and bone healing and growth. In 
certain regions the relationship between bone architecture, 
deforming forces, and fractures is considered, and for the 
femoral neck the analysis is made in great detail. Dr. 
Evans’s main interest, however, has been in experimental 
work, and many of the illustrations are derived from his 
own investigations. The text is remarkable for a most 
critical and stimulating reappraisal of the classical con- 
tributions to this subject, and the extensive bibliography 
will help to make this a ready source of reference. 


The Essentials of Modern Surgery (5th ed. Edinburgh 
and London: E, & 8. Livingstone. 1957. Pp. 1276. 75s.).— 
This work is reputed to be amongst the most popular text- 
books of surgery for medical students. It was an immediate 
success when it first appeared eighteen years ago, and it 
continues so as it matures with each successive edition under 
the editorship of Mr. R. M. Handfield-Jones and Sir Arthur 
Porritt. Inevitably the cost has increased, but it is still 
excellent value. 


The Diseases of Occupation (2nd ed. London: The 
English Universities Press. 1957. Pp. 1100. £5 5s.).—The 
appearance of another edition of Dr. Donald Hunter’s book 
so soon after the first indicates its usefulness and ‘‘ box-office ”’ 
appeal. A few additions have been made to the chapters on 
the historical aspects; and there are 11 new illustrations. 
The descriptions of poisoning by vanadium, manganese, and 
cadmium have been brought up to date, and substantial new 
sections on thallium poisoning, iron and steel foundries, and 
the risks of work in sewers have been added. The new 
sections are as instructive and entertaining as the old ones, 
and the whole book is uncommonly readable. A new comment 
on the dangers of sandblasting says *‘ of course the men 
themselves are aware of the hazard’’: thus, in 1934, in a 
works in Coventry they put up a notice ‘‘ Join the Navy and 
see the world. Become a sandblaster and see the next.’’ The 
first edition was criticised because no attempt was made to 
deal with the “ epidemiology *’ of industrial diseases. For- 
tunately Dr. Hunter has resisted the temptation to besprink!le 
his pages with curves, graphs, and correlation coefficients, on 
which the general reader usually looks with a glassy eye. He 
has remained faithful to his purpose—*‘ to review on a broad 
basis and with emphasis on its clinical aspects the problem 
of disease in relation to occupation.”’ The book is well on 
its way to becoming a classic. 
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THE LANCET 
LONDON: SATURDAY, APRIL 13, 1957 


Discussion First 


ALmost every doctor in the country must now feel 
that the Government have been treating the profession 
neither justly nor courteously. In a group of experi- 
enced laymen the same feeling was evoked last week by 
Lord Moran’s moderate statement of the profession’s 
case!; and to onlookers it seemed that, on a division, 
the House of Lords would have registered its evident 
opinion that on the point at issue—the terms of 
reference of the Royal Commission—the Government 
should think again. Unfortunately, in their present 
mood, that is exactly what the Government are not 
prepared to do. Having announced their programme, 
they intend no concession that might be put down to 
the British Medical Association’s threat of direct 
action. Were they otherwise untroubled and secure, 
they might attach less importance to so small a matter 
of prestige ; but in face of many perils their need of 
confidence makes them chary of reversing even small 
decisions. In this dispute some of their decisions, 
taken without consultation, have been rightly des- 
cribed as dictation; and this way of dealing with 
complex issues is wholly unsuited to the National 
Health Service. On the other hand, the B.M.A.’s 
objection to dictation is invalid so long as it is itself 
proposing, by a form of strike, to dictate terms of 
settlement to the Government. In using these methods 
both sides are at fault ; and in everybody’s ultimate 
interest the need is to get away quickly from dictation 
and counter-dictation and return to the plane of 
civilised discussion. 

The profession is not responsible for the Govern- 
ment’s actions, but it is entirely responsible for its 
own; and this responsibility will not be properly 
discharged unless it ensures that these actions are 
beyond reproach. In discussions up and down the 
country the plan for “ phased withdrawal” from the 
National Health Service has had an uneasy reception 
—partly because it is thought likely to be ineffective 
but partly because this means of exerting pressure on 
the Government is seen to be wrong. The growing 
demand for complete rather than partial withdrawal 
is not wholly due to growing belligerence or to the 
natural preference for unanimous action: it also springs 
from the knowledge that deliberate resignation 
from the service is professionally defensible, whereas 
any kind of temporary strike is not. Fortunately, 
though the threat of action has been freely used, no 
decision on its nature can be taken by the B.M.A. 
until the representative body meets on May 1; and 
perhaps the representatives will then come to the 
correct conclusion that withdrawal, if undertaken at 
all, must be final. If that were their opinion, the next 
step miust be for their leaders to produce a scheme 
whereby, with sufficient notice, the bulk of general 
practice could be removed from the National Health 
Service. For our part we should profoundly regret 
such an outcome of the present disagreements ; but 


1. See p. 793. 
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this kind of withdrawal is feasible, and it would be 
justified if, after full consideration, a majority .of 
practitioners felt that the service denied them satis- 
faction in their calling. At the same time, such a 
decision is certainly not one to be made without 
examining the implications, or without devising 
alternative arrangements for practice which might 
protect the public from suffering by the change. Since 
apparently no such plan has yet been worked out in 
detail, we may reasonably hope that, before practi- 
tioners are finally asked to decide on it, they will at 
least have heard what the Royal Commission recom- 
mends and what the Government propose to do. 
What, in the meantime, should be the profession’s 
attitude towards the Royal Commission ? Its appoint- 
ment without consultation was something not easily 
forgiven ; the suitability of such a body for its task 
is questionable ; and, by refusing to give evidence 
before it, doctors could make a dignified protest against 
the Government's arbitrary handling of their affairs. 
The temptation to such a protest is great ; but in so far 
as its origin is emotional it should be resisted—if only 
because a boycott would inconvenience the Govern- 
ment very little, and instead of arousing general 
sympathy might impress the public unfavourably. 
Far more important than indignation as a reason for 
refusing to help the commission is the serious doubt 
whether its terms of reference will let it give proper 
consideration to the conditions on which doctors 
entered the service ; and unless it can do this it will 
be wasting its time so far as the profession is con- 
cerned. Lord Jowirt, as a lawyer, and others in the 
Lords’ debate, clearly thought it rash to proceed 
unless the Government will remove this uncertainty 
by altering the commission’s remit. On the other 
hand the Government spokesman, Lord Hog, said : 
‘*. .. there is no reason to think that they {the Royal 
Commission] will not put a realistic interpretation upon 
their terms of reference, nor any doubt that they will 
listen to any evidence put before them which is relevant.”’ 
They can “ take into account all the circumstances that 
are relevant, and one of the factors which is clearly 
relevant is consideration of the Spens reports. . . Clearly, 
the Royal Commission will take into account rewards 
for skill in other comparable professions and, equally, 
the special conditions of a doctor’s life—the long and 
irregular hours; the load of responsibility, great in 
human terms... and the financial factors, which affect 
recruiting to a profession which is of such vital importance 
to the community.” 
Doubtless it is true, as Lord Moran pointed out, 
that a Royal Commission is closely restricted by its 
terms of reference, and that no Minister—indeed 
nobody except the chairman of the commission—can 
decide what is within its ambit. But to boycott the 
commission at this stage because doctors have no 
guarantee that the Government spokesman is not 
misinformed would be to carry the legalistic approach 
altogether too far. (Some of us think that legal 
advisers have already had too much influence in the 
negotiations.) If the commission should in fact find 
itself legally debarred from taking into account “ all 
the circumstances that are relevant,” including the 
Spens reports, the Government would then be bound 
in honour to add another paragraph to its terms of 
reference—a recent precedent (Lord Moran said) 
being provided by the Royal Commission on Taxation, 
whose remit was modified half-way through its pro- 
ceedings. Though the Government may feel unable 
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to do this now at the demand of the profession, they 
might do it quite easily later at the request of the 
commission. Similarly if, as we expect, Sir Harry 
PILKINGTON comes to feel the need of one or two 
colleagues with a good background knowledge of the 
National Health Service or the profession, persons of 
this kind (guaranteed non-medical, of course) might 
presently be discovered and added to the membership. 
Possibly they could not actually be industrialists, but 
the balance of the commission need not be gravely 
disturbed. 

The State, remarked Lord Home, has “ no inherent 
virtues as an employer.” This “is the first time it 
has had to work out a relationship with one of the 
great skilled professions, and inevitably, I suggest, 
it must take time . . . before a satisfactory code of 
relationship and conditions of service can be finally 
established.” We shall all agree with him that it has 
taken time: ‘it has been heartbreaking,” as Lord 
Moran put it, “to see ali this bungling and mis- 
handling of the human element.” But at the present 
juncture it would be foolish as well as unfair to treat 
the Royal Commission as though it too bears responsi- 
bility for past failures. Unless or until it proves itself 
otherwise, the commission should be regarded as a 
body of reasonable people anxious to do all it can to 
form a reasonable opinion on the evidence before it : 
and those who, in protest against the Government, 
would refuse the commission coéperation should ask 
themselves whether they would really like it to 
reach its conclusions without ever hearing the case 
for the profession put by the profession. Though 
neither side will be bound by its recommendations, 
these cannot fail to affect both public opinion and 
Government policy ; and the chance of their being 
constructive and practicable will be much smaller if 
the commission has guidance in only one direction. 
Finally, if it had no other advantage, coéperation with 
the commission would be desirable because it will 
oblige all parties to state their case in reasonable and 
persuasive terms. The horrifying alternative is a 
period of unrelieved hostility in which the normal flora 
of discussion gives place to pathogenic propaganda. 


Rectal Biopsy 

THE use of biopsy to confirm a clinical diagnosis of 
rectal cancer was first recommended by GABRIEL in 
19312; and this was soon adopted at St. Mark’s 
Hospital as a routine aid in the diagnosis of neoplasms 
and obscure granulomatous lesions.? More recently 
rectal biopsy has been advocated for the control of 
cortisone treatment in ulcerative colitis *; but it was 
found that, in general, the mucosal changes appear 
much the same at the end of treatment as at the 
beginning, even when symptomatic relief is complete 
and sigmoidoscopic appearances are greatly improved.‘ 
In some cases the surface epithelium appears more 
gravely disturbed during treatment than before. 
Lump and ProTHERoE® found that in ulcerative 
colitis the correlation between histological appearances 
1. Gabriel, W. B. Brit. med. J. 1931, i, 52. 
2. Gabriel, W. B., Dukes, C. E., Bussey, H. J. R. 

1951, 38, 401. 


3. Truelove, S. C., Horler, A. R., Richards, W. C. D. 
1955, ii, 1590. . 


Brit. J. Sura. 
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Lancet, 1955, ii, 1208. 
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and clinical and sigmoidoscopic findings was close, but 
that in quiescent cases microscopy might sometimes 
show the characteristic histological changes of ulcera- 
tive colitis even when the mucosa seemed normal by 
sigmoidoscopy. In the quiescent phase the change is 
always towards diminution in the numbers of crypts 
and a generalised thinning after destruction during the 
ulcerative phase ; the regular arrangement of crypts 
which is so characteristic of the healthy mucosa is 
generally lost even when repair has taken place ; but, 
although biopsy may thus reveal the existence or per- 
sistence of ulcerative colitis, it is not a reliable method 
of deciding the severity of the disease or of foretelling 
its future course. 

On p. 763, Sir Pump Manson-Banr and Mr. 
MUGGLETON discuss rectal biopsy in the diagnosis of 
amecebic dysentery and other disorders. They obtain 
biopsy material by scraping the suspected area of the 
rectal mucosa with a long-handled Volkmann spoon, 
crushing the small fragment under a cover-glass, and 
examining it immediately with a low-power objective 
of the microscope. (The more usual method of obtain- 
ing material is by means of a punch or special forceps ; 
the fragment is then fixed, dehydrated, sectioned, and 
stained by conventional histological techniques.) Of 
30 cases of amcebic dysentery, amcebzx or cysts were 
found in 23 by stool examination and in 15 by biopsy. 
But the active vegetative form of Entameba histo- 
lytica was found in 7 cases by the proctoscopy scrape 
preparations when all the routine stool tests had been 
negative ; 3 of these 7 had no previous history of 
amcebic infection. In the more acute phases of the 
disease diagnosis by examination of material obtained 
through the sigmoidoscope has been in common use 
for many years, and has been repeatedly recommended 
by Sir Pattie Manson-Banr. 

Rectal biopsy for the diagnosis of schistosomiasis 
was first suggested in 1942 by OrroLina and ATENCcI0,® 
who had noticed in necropsy material that the greatest 
number of Schistosoma mansoni ova was to be found 
in the upper half of the rectal ampulla. Since then 
this method has often been used when examination of 
the faces has proved negative. The comparative 
value of stool examination and rectal biopsy has been 
investigated by SPINGARN et al.,? who examined 187 
patients with S. mansoni infections and found ova in 
93°, by biopsy and in 83° by stool examination. 
They attributed the superiority of biopsy both to the 
concentration of ova in the upper half of the rectal 
ampulla and to the fact that few ova escape from the 
colonic wall as the infection becomes chronic. In 
the acute stage, after deposition within venules by the 
adult female worms, the ova traverse the tissue spaces 
rapidly and many appear in the stool; but in the 
chronic stage a host-cell reaction impedes their progress 
and smaller numbers are evacuated. The ova which 
do not escape soon after deposition may die and 
become calcified. Necrotic ova are still recognisable 
by microscopic examination of biopsy fragments. 

Before recommending the more general use of rectal 
biopsy we must be sure that it is indeed relatively 
harmless. TRUELOVE et al.* found that small erosions 
caused by taking biopsy material healed without scar- 


ring within a few days. They decided that the risk of 


6. Ottolina, C., Atencio, M.H. Rev. Policlin. Caracas, 1943, 12, 348. 
7. Spingarn, C. L., Edelman, M. H., Gold, T., Yarnis, H., Turell, R. 
New Engl. J. Med. 1957, 256, 290. 
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serious injury by their method was slight, but admitted 
that any break in the rectal or colonic mucosa might 
lead to ischiorectal abscess or perforation of the bowel. 
\t some hospitals, including St. Mark’s, rectal biopsy 
has been adopted, almost as a routine, to confirm a 
diagnosis of carcinoma and as an aid to the diagnosis 
f obscure lesions ; and it has been found that material 
can be safely taken in the outpatient department with- 
out anesthesia and without any preliminary prepara- 
tion, provided that suitable instruments are used and 
that the operator is experienced in sigmoidoscopic 
technique. 


Annotations 


ORAL PREPARATIONS FOR TREATMENT OF 
PERNICIOUS ANAMIA 
Ir our present ideas about the zxtiology of pernicious 
anzmia are correct, it should be possible to treat patients 
successfully by giving them orally a preparation of 
intrinsic factor (hemopoietin) together with a relatively 
small dose—say 30-45 ug.—of vitamin B,,. Preparations 
of vitamin B,, and intrinsic factor made from hog’s 


pylorus or hog’s duodenum have been marketed ; but 
the results have been curiously disappointing. Blackburn 


et al.) used a preparation dispensed in tablets each of 
which contained 6 yg. of vitamin B,, and 30 mg. of an 
intrinsic-factor concentrate. They gave five tablets a 
day to 5 patients with pernicious anemia in relapse; 4 
responded reasonably, if slowly, but the 5th did not 
respond at all, though 30 ug. of vitamin B,, given intra- 
muscularly each day produced a satisfactory rise in red 
cells and hemoglobin. Maintenance with one tablet a 
day showed that after a time, usually about six months, 
the blood-levels began to fall, and in 1 patient signs of 
neurological involvement developed. Blackburn et al. 
concluded that either they had not given big enough 
doses or the effectiveness of the intrinsic-factor concen- 
trate was falling off. Dr. Schwartz, Dr. Lous, and 
Professor Meulengracht in Copenhagen have met with 
similar disappointing results, and on p. 751 of this issue 
report investigations that suggest another explanation. 
They used the test devised by R. F. Schilling that 
utilises the urinary excretion of an orally administered 
test-dose of vitamin B,, labelled with radioactive cobalt. 
In a healthy person vitamin B,, is absorbed in the 
intestine and excreted in the urine, and the amount 
excreted gives a measure of the degree of intestinal 
absorption. The patient with untreated pernicious 
anzmia absorbs hardly any vitamin B,,, so very little 
appears in the urine ; but if an effective source of intrinsic 
factor is given with the vitamin B,,, absorption takes 
place and is reflected in the urinary excretion. In health 
10-38% of the orally administered vitamin B,, is excreted 
in the urine, whereas in untreated pernicious anzemia the 
figure is 0-8%%. The Copenhagen workers gave a combina- 
tion of labelled vitamin B,, and intrinsic factor made 
from hog’s pyloric mucosa to three groups of patients : 
those with untreated pernicious anwmia, those whose 
pernicious anemia had been treated with intramuscular 
vitamin B,, or liver extract, and those whose anemia 
had been treated orally with a combination of vitamin B,, 
and hog’s pyloric mucosa for periods ranging from six 
months to four years. They found, as have others,’ that 
up to a certain maximum the absorption of vitamin B,, 
increases with the amount of intrinsic factor given ; with 
their preparation, the most effective dose was about 
100 mg. daily. When this dose of intrinsic factor, together 
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with labelled vitamin B,, was given to patients with 
untreated pernicious anemia the greatest proportion .of 
the test dose excreted in the urine was 20-25% ; patients 
whose pernicious anemia had been treated with intra- 
muscular vitamin B,, or liver gave a similar figure ; but 
most of the patients treated orally showed remarkably 
low urinary excretion figures, varying from nil to 16% 
When a human source of intrinsic factor, in the form of 
100 ml. of normal gastric juice, was given with the 
labelled vitamin B,,, this was absorbed as fully by the 
third group of patients as by the other two groups. 

Dr. Schwartz and his colleagues consider that long 
treatment with heterologous intrinsic factor must be 
connected with the long-term failure of these orally 
administered combinations of vitamin B,, and intrinsic 
factor, but they cannot suggest an explanation. 
Wijmenga,® addressing the 1956 Hamburg conference on 
vitamin B,, and intrinsic factor, pointed out that there 
was evidence that intrinsic factor might be specific for 
each species, though it is known that activity is not 
limited to one species—for hog’s intrinsic factor is active 
in man. But he also cited some investigations suggesting 
that intrinsic-factor concentrates prepared from one 
species might contain substances that inhibit the absorp- 
tion of vitamin B,, in other species. Williams et al.‘ 
actually prepared intrinsic-factor fractions some of which 
augmented and some inhibited the absorption of vita- 
min B,., judged by the Schilling test. Nevertheless 
physicians have had entirely satisfactory results from 
the treatment of pernicious anemia over periods of many 
years by administration of relatively crude preparations 
of hog’s stomach. Thus Wilkinson ° reported that of 441 
patients treated for six or more years with preparations 
of desiccated hog’s stomach, only 15 relapsed; these 
relapses occurred only because the patients neglected 
treatment and they responded oli when given 
proper treatment again. The cause of the failure of the 
present intrinsic-factor concentrates may well lie in the 
method of preparation, and this needs to be fully explored 
as well as possible resistance, or inhibitors, arising because 
of the heterologous source of intrinsic factor. Meanwhile 
practitioners can take the hint and avoid these relatively 
very expensive oral preparations for the treatment of 
pernicious anzmia. 


TRANQUILLISERS AND SOCIETY 


CONCERN at the increasing abuse of tranquillisers has 
been expressed by the W.H.O. Committee on Addiction- 
producing Drugs.* In the U.S.A. in the first ten months of 
last year some 30,000 million tablets of one particular 
tranquillising drug are said to have been sold to the 
public. This figure is cited by Dickel and Dixon,’ who 
report 328 instances of ‘‘ physical dangers”’ arising 
from the treatment with tranquillisers of 8200 patients 
in the past eight years. 

The main thesis of Dickel and Dixon is that the dangers 
of abuse are altogether more subtle and pervasive than 
the occasional development of a skin rash or a blood 
dyscrasia.* They consider that such abuse has caused 
emotional, moral, and philosophical dangers to the 
patient; dangers to medicine and the physician ; 
and dangers to the whole structure of society. In their 
experience, undesired emotional responses to tranquillis- 
ing drugs occurred in 827 emotionally ill patients, whose 
condition was aggravated and distorted by these drugs. 
Equally disturbing were 1700 instances in which serious 
problems were created in the minds of essentially normal 
people by the misuse of tranquillisers. What very often 
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happened was that a normal man went to his doctor 
for advice about a mildly distressing problem that 
had produced tension, worry, and anxiety. In place 
of advice and reassurance, the physician gave the latest 
tranquilliser. Commonly the drug produced not tran- 
quillity but depression or other unwanted emotional 
reaction. The physician interpreted the new symptom 
as evidence of deep-seated mental illness, and the per- 
plexed but essentially normal patient found himself 
classified as a serious mental case. Danger to the pro- 
fessional standards of medicine comes, Dickel and Dixon 
think, from the increasing tendency of doctors to pre- 
scribe, rather than to listen and diagnose, when con- 
fronted by ‘‘ a restless public, a growing pharmaceutical 
industry, an able advertising profession, and many 
truly anxious patients.’’ Psychotherapy, they say, does 
not consist in writing prescriptions for tranquillisers, 
any more than the internist’s skill consists in pre- 
scribing the latest antibiotic. But the most insidious 
danger of all, according to Dickel and Dixon, is the 
sickness of a society which ranks the attainment of 
tranquillity, the freedom from anxiety, as its central 
aim. Throughout history ‘“‘ tension, alertness, alarmed- 
ness, fear, worry, anxiety and apprehension have been, 
are, and always will be important elements in the shap- 
ing of progress.’’ But the new philosophy tells us that 
fear and anxiety are evidence of illness and require 
medical treatment with the latest soothing drug. 


ARTIFICIAL PNEUMOTHORAX 

SINCE the temporary success of Cayley! in 1885 and 
the permanent success of Forlanini? in 1894, artificial 
pneumothorax (A.P.) has given many good results in 
pulmonary tuberculosis ; but severe complications have 
been common enough to raise serious doubts about the 
true value of the method. In 1947 Rafferty * declared 
that the improperly used a.P. was more dangerous and 
lethal than,thoracoplasty, the only difference being that 
the damage took longer to appear. There has always been 
a feeling that a balance must be struck between profit 
and loss—but that the loss was mainly due to mismanage- 
ment of the a.p. and could therefore be avoided. On 
the one hand, there were the hazards of too early induc- 
tion in acute lesions; on the other, there were risks in 
leaving it too late so that fibrosis and emphysema intro- 
duced other dangers. When longer bed rest and prelimin- 
ary phrenic crush, with or without pneumoperitoneum, 
were used to counter the more serious consequences, 
results improved; but effusion and atelectasis still 
ensued in some patients. Uncertainty remained, and the 
accumulating evidence about disappointing late results 
of a.P. did little to restore confidence. Nevertheless, an 
A.P. still had its attractions : it was easy to start and 
required little apparatus ; it avoided a major operation ; 
the patient's assent, as a rule, was readily obtained ; and 
it had the merit of keeping the patient constantly under 
medical supervision, though often at the expense of lost 
working-time. Yet even before the advent of chemo- 
therapy, the popularity of the a.p. was on the wane. 
Simmonds et al. * recorded a decline in the number of 
A.P.8 induced at Clare Hall Hospital from 1943 onwards ; 
and chemotherapy, which might have been expected to 
restore the prestige of the a.p., in the event has not done 
so. Fewer inductions than ever are now performed and 
many physicians seem to be abandoning the method 
completely——as a result of personal experience and dis- 
cussion with colleagues rather than because of published 
long-term results, which have always been hard to get. 


1. Cayley, W. — ‘sex Hospital Cayley Case Papers. London, 
1885; vol. 1, p. 50. 
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3. Rafferty, T. M. Artificial Pneumothorax in Pulmonary Tubereu- 
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In 1860 Walshe ° declared that there was ‘‘ no warranty 
for the fanciful proposal to treat phthisis by producing 
artificial pneumothorax ’’; and many people would now 
agree with him. 

Chemotherapy can limit the complications of the 
A.P.,°-§ particularly pleural effusion; and Dixon ® has 
lately shown that the reduction is related to the 
duration of chemotherapy before induction. He thinks 
this development is an important advance in the history 
of pneumothorax, and so it is; but the question many 
people will ask is how much does it matter? The treat- 
ment of tuberculosis has changed fundamentally and it is 
now far from easy to justify the continued use of pneumo- 
thorax—a method which may conceivably reduce the 
effectiveness of chemotherapy. Two years ago!® we 
suggested that the fate of the a.p. would probably be 
settled, not by a definitive controlled trial, but by the 
slow evolution of medical opinion ; and though at that 
time we had misgivings about letting the treatment drop 
into disuse without good reason, we cannot deny that 
opinion has further hardened against it. One of the few 
good words that are heard nowadays about the a.p. is 
that it is suitable for poorly developed countries where 
surgical conditions are primitive; but this idea is 
dangerous, for the complications of a.p. often need major 
surgery to overcome them. In such circumstances a 
long period of continuous chemotherapy is safer, and 
probably more effective, without an A.P. 


ANTIGEN-ANTIBODY RESPONSES IN MULTIPLE 
SCLEROSIS 


FAMILIAR though we now are with the acute manifesta- 
tions of allergic encephalomyelitis in laboratory animals, 
those most competent to judge have been reluctant to 
assume that a similar mechanism is implicated in 
multiple sclerosis. The clinical course of this condition, 
with its characteristic remissions, is one important 
reason for distinguishing it from the acute experimental 
disease. It is therefore of interest that in guineapigs and 
rabbits Bogdanove and Clark™ have found that a 
further insult to the brain, delivered during the period 
of recovery from allergic encephalomyelitis, can induce 
histological changes of the same character at the site of 
damage. Such observations, if confirmed and extended, 
could bridge the gap by demonstrating that the acute 
disease confers on the central nervous system a form of 
tissue sensitivity which makes it vulnerable to further 
attacks. 

Another slant is suggested by a preliminary report 
from Honor Smith and her colleagues!* on studies at 
Oxford which show that, on intrathecal injection of 
tuberculin, sensitised (Mantoux-positive) patients with 
multiple sclerosis react differently from other patients 
with the disease. About two years ago the investigators 
selected a group of 35 volunteers, all with multiple 
sclerosis of long standing, most of whom had been dis- 
abled for months or years. These were arranged in four 
groups according to their degree of sensitivity to the 
Mantoux test, and graded doses of purified protein 
derivative (P.P.D.) of tuberculin were given by the 
lumbar route. (A control group of psychotic patients, 
in whom the meninges were otherwise normal, was used 
for comparison.) In patients with multiple sclerosis in 
whom the Mantoux test was negative the response to 
p.p.D. followed the normal pattern ; but in the Mantoux- 
positive groups the character of the reaction was clearly 


5. ¥ alshe, W. H. A Practical Treatise on the Diseases of the 
Lungs. oe “es p. 314. Quoted by Marmion, T. 


Tubercle, 1957, 
. Wright, H. B. Tuborie, 1952, 33, 288. 


. Birath, G. Dis. Chest, 1953, 24, 245. 

. Seadding, J. G. Lancet, 1955, ii, 154. 

. Dixon, W. M. Tubercle, 1957. 38, 21. 
See leading article, Lancet, ee. ii, 26. 
. Bogdanove, L. H., Clark, ¢ J. Neuropat 
. Smith, H. V., Espir, M. L. 

Se Neurol. Psychiat. 1957, - 


h. 1957, 16, 57. 
— W. M., Russell, W. 
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itypical. In general the levels of the protein of the 
erebrospinal fluid were disproportionately high in 
elation to the increase in the number of cells; and 
iumong the cells the polymorphonuclear component was 
‘onspicuously depressed. But the degree of this response 
was unpredictable: it could not be correlated either 
vith the degree of sensitivity or with the size of the dose 
f p.P.D. The modified character of the response in 
multiple sclerosis finds a parallel (the investigators say) 
n the meningeal reaction obtained when, in highly 
sensitised psychotics, a small dose of cortisone is given 
by mouth at the same time as the injection of P.P.D. 
And further observations on the Mantoux-negative 
cases of multiple sclerosis showed a surprising dissocia- 
tion of the general and meningeal reactions after their 
vaccination with Wells’s vole vaccine. Whereas previous 
experiments of this kind with Mantoux-negative psy- 
chotics showed that conversion occurred (in both skin 
and meninges) rapidly, unequivocally, and simul- 
taneously, in the cases of multiple sclerosis meningeal 
sensitivity either succeeded or preceded a positive skin 
reaction. 

Thus, whatever its significance may be, in multiple 
sclerosis there seems to be a disturbance of the usual 
immunological processes ; and the importance of this clue 
cannot be doubted. Those who wish to follow it up 
will be glad of the assurance that none of the volunteers 
taking part in this investigation was any’ the worse for 
it; on the contrary some have improved, and in others 
a remission appears to have been started, in spite of 
some alarming reactions at the time of the test. In 
considering what value this might have in treatment 
it is, by common agreement, necessary to take a long 
view. Meanwhile the new observations, however difficult 
now to explain, provide a useful stimulus to further 
study of this baffling disease. 


ORAL PENICILLIN 


One of the original disadvantages of penicillin—the 
need for frequent injections—was offset by the intro- 
duction of the long-acting penicillins, such as procaine 
penicillin, benethamine penicillin, and benzathine peni- 
cillin. These penicillins are less soluble in water, less 
readily absorbed, and sustain blood-levels for a longer 
period. Their combination with benzylpenicillin has 
the advantages of both early and sustained high blood- 
levels ; and the addition of 2% aluminium monostearate 
to procaine penicillin delays absorption still further. 
The next step in the story was the introduction of a 
penicillin ester, benzylpenicillin diethylaminoethyl ester 
hydriodide (penethamate hydriodide), which is sparingly 
soluble and thus slowly absorbed, remaining inactive 
until hydrolysed to the free form. It is said that this 
penicillin is selectively concentrated in lung tissue, 
especially in the presence of inflammation. High blood- 
levels of penicillin can also be sustained by blocking 
its excretion in the renal tubules with drugs like pro- 
benicid. 

All these inanipulations were designed to improve the 
efficiency of parenteral penicillin: oral benzylpenicillin 
(penicillin G) was considered to be, at best, inferior to 
any injected penicillin. But the introduction of acid- 
resistant preparations reawakened interest in penicillin 
by mouth. Phenoxymethylpenicillin (penicillin V) is 
resistant to gastric hydrochloric acid, but it is readily 
soluble in an alkaline medium; it therefore passes 
unchanged through the stomach but is absorbed in the 
small intestine. 60 mg. is roughly equivalent to 100,000 
units of benzylpenicillin, and a customary adult dose 
by mouth is in the region of 240 mg. four-hourly. For 
infants and children, the doses should be respectively 
60 mg. and 120 mg. 

Is phenoxymethylpenicillin any better than oral peni- 
silin G?; should it be given on a full or empty 
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stomach ?; and when should penicillin be given by mouth 
rather than by injection? It is generally agreed that oral 
phenoxymethylpenicillin is more effective than the usual 
oral preparations of penicillin G.1 Rinsler and Cunliffe ? 
have lately provided additional evidence that phenoxy- 
methylpenicillin is better absorbed than penicillin G. 

Beck et al. have now compared phenoxymethyl- 
penicillin with a preparation of penicillin G specially 
coated to withstand the gastric juice. Blood-levels 
were adequate in both groups of patients six hours after 
ingestion of 500,000 units, but thereafter they were 
less well sustained in the group receiving phenoxy- 
methylpenicillin. It is clear that either preparation 
would be effective as long as the patient remembered 
to take the tablets at intervals of no longer than six 
hours but the specially coated penicillin G tablets would 
be preferable for administration twice daily. Insistence 
on four-hourly doses of either would be a surer way of 
maintaining an adequate concentration in the tissues. 
The penicillins were variously administered at midnight 
and before and after breakfast, and Beck et al. found no 
difference in the blood-levels when the antibiotic was 
taken before or after meals. By different methods of 
analysis, Clarke et al.‘ noted differences in the absorption 
of 200,000 units of penicillin G when it was given by 
mouth before, with, and after food. Penicillin blood- 
levels persisted longest when the dose was taken with 
breakfast, less when it was taken one hour before or 
after breakfast, and least when it was taken two to four 
hours after the meal. Penicillin given with lunch, or 
one hour after lunch, stayed longer in the serum than 
the same dose before lunch (i.e., three hours after 
breakfast). 

These observations may partly answer the first two 
questions, but the indications for oral as opposed to 
parenteral penicillin are not yet clearly established. 
An effective oral penicillin is certainly a great help to 
an overworked doctor who has no nursing help. For 
children it has obvious advantages; and Prain and 
Simpson > were encouraged by their findings with 
benzathine penicillin given to old people by mouth. 
In a protracted infection, such as subacute bacterial 
endocarditis, oral therapy may be allowed to take over 
after adequate doses of intramuscular penicillin have 
produced effective blood-levels. 


SUBUNGUAL HAMATOMA 


THERE is not much room in the tip of a finger or toe, 
and blood extravasated under the nail after a crushing 
injury is extremely painful. This extravasation may lead 
to loss of the nail, or worse still to infection with pro- 
tracted pain and disability. The initial pain can be 
relieved and complications averted by immediate 
drainage. This is usually achieved by rotating a wide- 
bore hypodermic needle or a large sewing-needle, held 
perpendicularly to the nail, to drill (the ambitious say 
trephine) a hole through the nail overlying the hematoma. 
The blood is then expressed by gentle pressure and 
mopped away by a spirit swab; and recurrence of the 
hematoma is prevented by applying a pressure-bandage 
for twenty-four hours. If a needle is not handy, another 
method, described by Ashford,* may be useful. A paper- 
clip is strgightened out and the end heated to redness 
with a match or cigarette-lighter. It is then held against 
the nail, through which it melts a hole. Ashford recom- 
mends anesthesia by blocking the median nerve; but 
this is unnecessary with the needle technique, which is 
completely painless. 

See annotation, Lancet, 1956, i, 27 


1. 272. 
2. Rinsler, M. G., Cunliffe, A. C. Ibid, 1956, ii, 328. 
3. Beck, G. J., Barach, A. L., Rose, H. M. Antibiot. Med. 1957, 


2, 9. 

4. Clarke, BE. R. H., Mathew, A. G., Hesketh, N. D., Evered, M. G. 
Med. J. Aust. 1957, i, 61. 

5. Prain, J. H., Simpson, R. G. Lancet, 1955, ii, 90. 

6. Ashford, A. W. Ann. Surg. 1957, 145, 287. 
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From the Department of Social and Preventive Medicine, 
The Queens University of Belfast 


THe recent introduction of poliomyelitis vaccines is 
likely to upset for all time the natural poliovirus antibody 
patterns in Western communities. If anything can be 
learnt from the distribution of antibody in these com- 
munities, it must be learnt now. The social factors which 
are concerned with the spread of polioviruses through 
a population are not fully understood, and most of our 
knowledge comes from comparing the antibody patterns 
and vital statistics of countries with high and low 
standards of living. In general, poliovirus infection has 
been found to be more common in the countries with a 
low standard of living, but paralytic poliomyelitis and 
poliomyelitis epidemics are more common in the countries 
with a high standard of living (World Health Organisation 
1954, Paul 1955). 

In this paper, antibody patterns have been related to 
a variety of social characteristics which reflect the 
standard of living of the children within a single com- 
munity. This has been done in an attempt to define in 
greater detail which social factors are associated with the 
spread of infection between groups in this community, 
and to see if they are the same as those which seem to 
vperate between countries. 

As part of the preparation necessary for a field trial of 
poliomyelitis vaccines, the antibody patterns of a group 
of children in Northern Ireland were studied by Dane, 
Dick, Connolly, Briggs, and McLeod in 1956. 295 of these 
were available for study. Although the numbers were 
relatively small and the sample not necessarily repre- 
sentative, it was thought that a study of the social 
attributes of these children might contribute to the 
understanding of the mode of spread of the infection, 
and to the behaviour and health of the social groups 
concerned. 

It is suggested that, in communities with low standards 
of living, there is a widespread early subclinical infection 
which confers a lasting immunity to the disease; but 
this suggestion has not so far found general confirmation 
when groups with different standards are compared 
within the British Isles. 


In a study of these and other social factors, and notified 
(i.e., clinical) poliomyelitis between 1947 and 1950 in England 
and Wales, Benjamin and Logan (1953) found a pattern 
so complicated that they called for further inquiries into the 
distribution of the disease. They were unable to find any 
correlation between the incidence of the disease and the propor- 
tion of persons in semi and unskilled occupations (social classes 
iv and v) or the density of housing. After an intensive study 
in London, they rejected the occupation of the principal 
wage-earner in a family as being in any way associated with 
the notification-rates. Previously, occupational contact rather 
than social class had been suggested by Cowan (1950) and 
Logan (1953) as an important factor in the spread of clinical 
poliomyelitis. Urbanisation (as opposed to housing density) 
bad not been found to be associated with clinical poliomyelitis 
by Martin (1951). 

Daley and Benjamin (1948) investigated the association of 
social class with notified poliomyelitis, and found no signi- 


* Late lecturer in social and preventive medicine, the Queen’s 
University of Belfast 
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ficant relationship. Bradford Hill and Martin (1949) tested the 
association of social conditions and attack-rates for polio 
myelitis in 1947, using as indices infant mortality and genera! 
death-rates. They found no association, though there was 
a suggestion that crowding had played a part in the spread of 
the disease in London. Support for the notion that social 
factors are important in the spread of the poliovirus, and that 
low standards of living (perhaps favouring early and sub- 
clinical infection) affect the pattern of the disease, comes from 
Daley and Benjamin (1948) who suggested that clinical polio 
myelitis is less common in overcrowded conditions. Several 
other writers have emphasised particularly the importance 
of standards of hygiene (e.g., Benjamin and Logan 1953). 
Population-density, economic status, and family size have also 
been shown by some to be associated with the spread of infec 
tion in other countries (e.g., McFarlan, Dick, and Seddon 1946, 
Hammon, Sather, and Hollinger 1950.) 

Recent studies of the rate of movement of poliovirus in 
communities in America have emphasised the importance of 
the family as the site of most rapid spread (McCarroll et al. 
1955); and Fox et al. (1956) have shown that spread is faster 
in the families of Negroes than in the ‘‘ lower Whites’ and in 
the families of ‘“‘lower Whites”’ than the ‘upper Whites” 
in the same neighbourhood. That this difference in rate of 
spread is not only a question of family toilet hygiene has been 
shown by Eklund and Larsen (1956), who emphasised the 
importance of the oropharyngeal route of spread within the 
family. 

Further support comes from a recent study of three groups 
of enteric viruses (poliovirus, Coxsackie, and E.c.H.Oo.) where 
Honig et al. (1956) were able to obtain relatively more posi- 
tive cultures from children in poor socioeconomic groups than 
from children of the same age in more fortunate circumstances. 


The general hypothesis suggested by these studies 
may be stated as follows : 


More infection will be found in those families and social 
groups where there are poverty, overcrowding, many 
personal contacts between children, poor or inadequate 
sanitation and housing conditions, and many family 
occupational contacts. More exactly, according to the 
hypothesis, for children of the same age, more neutralising 
antibody, and antibody to more of the virus types, would 
be expected among city-dwellers from large families of 
low social class, living in overcrowded unhygienic condi- 
tions or poor housing. Those with many personal contacts 
would also be expected to have more neutralising anti- 
body and antibody to more of the virus types. 


The study reported in this paper was designed to test 
this general hypothesis among 295 school-children. 


Method 


Results of the serological analyses of blood samples 
were obtained with the names and addresses of the 295 
children from the university department of microbiology. 
These analyses were available in eight categories, anti- 
body being demonstrable for none, one, two, or all of 
the three types of virus. From these detailed results 
a quantitative scale, representing the frequency or 
amount of infection, was derived (table 1). 


TABLE I--THE QUANTITATIVE SCALE. POLIOVIRUS ANTIBODY 
PATTERNS OF 287 CHILDREN IN NORTHERN IRELAND in 1955-56 


Number of children with antibody 
pattern indicating : 
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It was realised that certain important assumptions are 
nvolved in using such a quantitative scale : for example, 
frequent exposures are not necessarily to more than one 
type of virus. Its use was considered justifiable, however, 
is the only available measure of quantity of infection. It 
s used in the results presented below. 

The socizl variables investigated were suggested by 
he literature briefly reviewed above and by the fecal 
ind oropharyngeal routes of spread. Information about 
them was recorded by health visitors who did not know 
the serological result and who visited the homes of 
287 children and asked questions from a standard inter- 
view form. 8 children had moved or for some other reason 
were not available when called upon. The information 
sought was of the type which could be recorded in 
terms such as *‘ present ’’ or ‘‘ absent,’’ or which required 
the recording of a simple statement—e.g., details of the 
occupation of each member of the family. Duplicate 
visits were made to a sample of the homes to confirm 
the reliability of the data gathered. All the coding was 
done without knowledge of the serology. The following 
records were made for each child : 


(1) Domicile.—Children were grouped as living either in 
the city, in small towns, or in rural areas. 


(2) Hygiene, housing, and equipment of household.—Children 
were grouped according to whether the house in which they 
lived was supplied with mains or well water, and whether the 
supply was inside or outside the house. They were also 
grouped according to the presence or absence of a bathroom 
and washing facilities in the toilet, and-of a constant hot-water 
supply tn the house. 


(3) Characteristics of the household of the child»—The size 
of the household was noted and the occupation of each member 
of the household recorded in detail, the social class of the 
household being coded according to the occupation of the 
principal wage-earner. The breadth of the occupational 
contacts of each member of the household was coded by 
reference to occupation. Thus, the child was considered to 
come from a household with ‘‘ many ’’ occupational contacts 
if any member was a bus-conductor, a general practitioner, 
a salesman, or a shop assistant, or had a job involving many 
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TABLE II-—-PERCENTAGE DISTRIBUTION OF CHILDREN BY SERO- 
LOGICAL RESULT AND AGE (UNSTANDARDISED DATA) 


Test of significance 
of difference of 
serological distri- 
bution (in absolute 


Serological result 


Age numbers) between 
(yr.) Total subgroups 
0-3 68-2 13-6 18-2 0-0 100 (22) 
x 23-84 
4-6 13-9 24-7 25°8 35-6 100 (194) 
D.F. 3 
7-9 59 17-6 23-5 92-9 100 (51) 
P 0-001 
10 10-0 15-0 25-0 0-0 100 (20) 
(combining columns 
with , and 
with t 
Total 16-4 22-0 24-7 36-9 100 (287) 


contacts with others.t All other occupations were coded as 
‘normal.’’ It was of course recognised that the extent of the 
occupational contacts of an individual gives only a crude 
indication of the breadth of his total contacts with persons 
outside the family group. Work contacts must, however, 
contribute to this total, and it was not thought practic- 
able or within the scope of the study to attempt to 
measure the contacts of each member of the family outside 
work. 

(4) The recreational contacts of the child were coded as 
‘““many ”’ if the child played in the street. All others were 
coded as having ‘“ normal ’’ recreational contacts. 


(5) The crowding of the family was the number of persons 
per bedroom. Infants were excluded from this measure. 


(6) In addition, the age and sex of the child were coded. 
contacts were : 


Interviewers and 
Canvassers 


+ Occupations coded as involving “ many ”’ 


Bus-conductors Receptionists Clergymen 
Shop-assistants (Doctor) Counterhands in 


Hairdressers Usherettes cafés Telephone  En- 
Receptionists Physicians Bank clerks gineers (dom- 

(Dentist) Salesmen (counter) estic installa- 
Bookmakers Dentists General practi- tions and re- 
Customs officials Solicitors tioners pairs) 


Gas meter in- 
spectors 


Messengers 
Policemen 


School teachers 
Ward Orderlies 


PERCENTAGE RATIOS OF THE NUMBER OF CHILDREN OBSERVED TO THE NUMBER EXPECTED ON THE NULL 


HYPOTHESIS, CLASSIFIED BY POLIOVIRUS SEROLOGICAL RESULT AND STATED SOCIAL FACTOR, AGE BEING HELD CONSTANT 


Social factors 


Description Subgroup 


Domicile Rural .. Si it re 67:1 
Smalltown .. me i 157-2 

City >. - é< oa 67-0 

roilet Wash-hand basin , — 119-1 
accommodation No wash-hand basin oe 79-4 
Household Constant hot water .. a 130-1 
equipment No constant hot water sd 47-0 
Bathroom Yes ca “ss oa ine 129-0 
No - a oa oe 47-7 

Housing type Detached Ke ‘ =< 153°3 
semi-detached at 132-3 

Terraced 59-5 

Social class of 1 and II ‘io 2 Pre 207°7 
family III = as = _ 84-7 
Iv and Vv 37-0 

Family occupational Normal a = ° 89-4 
contacts Many 123-8 
Recreational Normal , cane bist 156-2 
contacts Many .. - xs 48-8 
Crowding <1°5 persons per bedroom 158°5 
1:6-2-0 - 115-7 

2-2-2°5 16-4 

26 65-1 


No. of children re RS 6nd oa ee 47 


Serological result 


(%) Test of significance 


: xe. of of difference between 
comers observed and expected 
distributions 
179-7 56-7 106°7 30 x? =31-80 
133-4 94°5 10-0 81 D.F. =6 
70°38 109-5 120-1 176 P< 0-001 
126-0 107-2 68:4 126 x? =12-80 
80-5 94°5 122-3 161 D.F.=3 
0-01 P >0-001 
120-2 110°5 64-3 159 x? = 26-65 
76-2 87-3 140-0 128 ».F.=3 
P< 0-001 
119-4 104-4 69-2 157 x2 =20-84 
78-0 94°38 133-2 130 D.F.=3 
P< 0-001 
157-0 87-0 3-2 47 x4? =23-85 
113-4 94°5 79-0 78 D.F. =6 
77-7 106°3 124°3 162 P-< 0-001 
155-6 81-5 29-4 65 x? = 48-74 
110-6 88-0 109-2 129 D.F.=6 
48-0) 129°1 135-4 93 P< 0-001 
S4 98-3 115-2 197 x? =9-71 
134 103°7 67°8 90 D.F. 
0-05 >P >0-02 
129-4 102-2 39 104 x? = 34-29 
82-9 98-8 127-4 183 D.F.=3 
P< 0-001 
152-2 92:8 47-8 79 x* =31-73 
63:5 94-6 118-8 85 D.F. =9 
89-6 87-9 146°1 41 F< 0-001 
93-9 118°7 107-2 82 
63 71 106 287 
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Results 

The association between increasing age and more 
infection, demonstrated by Dane et al. (1956) and others, 
was found to be statistically significant among this group 
of children (table 11), serological maturity being reached 
by the 7-9 years age-group. 

Social Factors 

Because of the strong association of infection with age, 
it was necessary to examine the effect of the social 
factors separately. This was done by holding age constant. 
Table 111 and the figure summarise the significant associa- 
tions observed between antibody pattern and the social 
factors after eliminating the effect of age. Association 
with the size of the household, the age of the house, and 
the type of water-supply do not reach conventional 
significance (P =0-05). No association of antibody pattern 
has been found with the sex of the child. 

In preparing table m1 the number of children expected to 
have each serological result has been calculated by assum- 
ing that the social factor concerned played no part in the 
distribution of children in the three important age- 
groups (0-3 years, 4-6, and 7 or more). The actual 
number of children observed has then been expressed 
as a percentage of this expected figure. The table draws 
attention to the importance, for the antibody pattern, 
of the difference between the city and the small town, 
where smooth opposing ‘‘ step-ladder’’ trends are seen 
(see figure). The rural pattern, though supporting the 
hypothesis, is less clear, perhaps because of the small 
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water and bathrooms, between those living in detached 
and those in terraced housing, between the families 
in the upper and those in the lower social-classes, 
and between those with ‘“‘many’’ and those with 
‘* normal ’”’ recreational contacts. Trends which are signi- 
ficant, but not quite so smooth, are seen between those 
children with and those without a wash-hand basin in 
the toilet, between children whose families have ‘‘ many ” 
and those whose families have ‘‘ normal’’ occupational 
contacts, and between those experiencing high and those 
experiencing low degrees of crowding. All but one of 
these associations is in the expected direction. In short, 
the results presented in table 11 and the figure show that 
support for the general hypothesis stated above comes 
from the significant association of more infection (when 
the effect of age is eliminated), with city living, low social 
class of family, many recreational contacts, poor housing, 
household equipment and hygiene (measured as absence 
of constant hot water and bathroom in the house, and 
of washing facilities in the toilet), and overcrowding. 
The occupational contacts of members of the 
family show a similar significant association but the 
“wrong ’’ way round—i.e., in opposition to the general 
hypothesis. 

Thus some at least of the social factors which, it has 
been suggested, determine the spread of polioviruses in 
differént countries seem also to operate within a single 
community. Which of these do so directly, and which 
only appear to do so because they are related to others, 
is a question which cannot be answered satisfactorily 


numbers. Opposing ‘‘ step-ladder’’ trends are seen without a much larger number of observations. Below 
between those with and those without constant hot is one attempt at a solution. 
DOMICILE EQUIPMENT BATHROOM 
- Small town City Hot water No hot water Present Absent 
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Percentage ratios of the number of children observed to the number expected (on the null hypothesis) for wach significant social factor, age 
being held constant. 
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rABLE IV-—-PERCENTAGE RATIOS OF THE NUMBER OF CHILDREN OBSERVED TO THE NUMBER EXPECTED ON THE NULL 
HYPOTHESIS CLASSIFIED BY POLIOVIRUS SEROLOGICAL RESULT AND STATED SOCIAL FACTOR, AGE AND DOMICILE 


BEING HELD CONSTANT 


Social factors 


Desc ription Subgroup 


Poilet WwW ash- hand basin - - 110°5 
accommodation No wash-hand basin — 86:7 
fousehold Constant hot water .. 6 118-2 
equipment No constant hot water ee 57:1 
Bathroom Yes a oe ine ne 116-0 
No = is . = 59°8 
Social class Iand ll ae t ew 179-5 
iit Bie os eve — 3:7 
IV and Vv “s ad i“ 43-5 
Recreational Normal es - ord 134°6 
contacts Many .. % re: sh 57:1 
Crowding 1°5 persons per bedroom 142°3 
1-6-2-0 9° 9 96 107-5 
2-1-2-5 20-1 
26 + 72-7 

No. of childre nD = ba ie re ‘ 47 


Controlling the Effect of Age and Domicile 

To examine the possibility that some of the factors 
in table 111 which seem to be significantly associated with 
infection might be reflecting only their different distri- 
butions in the city and small town, the associations were 
examined again holding age and domicile constant. 

Table Iv summarises the results of this double 
standardisation : it shows that, in spite of variations due 
to age and domicile, more infection is still associated 
significantly with low social class of family, with many 
recreational contacts, poor household equipment and 
hygiene, and overcrowding. The associations between 
infection and the occupational contacts of siblings and 
parents of the tested child and between infection and 
housing type become less than significant by conventional 
standards. Other factors (the size of the household, the 
age of the house, and the type of water-supply), which 
did not show significant associations with infection when 
age was held constant, were examined again. They 
remained unassociated and have been omitted from the 
table. 


The Social-class Umbrella 

Table rv suggests that all the factors might be inter- 
related—e.g., upper-social-class families might share 
the characteristics of good equipment and _ toilet 
accommodation; they might have bathrooms, little 
crowding, and normal recreational contacts (i.e., their 
children would not play in the street). If this were so, 
all the significant associations would disappear when 
social class as well as age and domicile were held constant. 
Table v summarises the result of such a standardisation. 


Serological result (%) 





Test of significance 
of difference between 
observed and expected 
distributions 


No. of 
children 


124-4 102-9 4-3 126 7: =r 87 
81:3 5:8 161 D.F. =3 
0-05 > +p >0-02 
114°5 110°8 70-0 159 x? 15 7 ae 
80-9 87-0 128-2 128 D.F. 
0-01 > p> >0-001 
112-9 103-7 77-0 157 “ = 
83-5 95-6 120-0 130 D.F. = 
0-05 > P>0-02 
139-0 89-5 32-0 65 x? = 35- 90 
113°5 85-7 110°1 129 D.F. =6 
50:3 125-9 126-9 93 P< 0- 001 
119-8 103-0 46-9 104 x* =19-21 
86-9 4 118°8 183 D.F. =3 
P< 0-001 
147-6 92-4 51-5 79 x* =25- a6 
63-5 95°3 122-4 85 D.F. = 
106-6 78-7 134-7 41 0-01 > P> >0-001 
89-6 125-6 101-5 82 
63 71 106 287 


It shows that three of the five variables do in fact fall 
under the social-class ‘‘ umbrella,’ leaving household 
equipment (presence or absence of constant hot water) 
and the breadth of recreational contacts of the tested 
child as factors still significant. Other factors not pre- 
viously associated significantly with infection were also 
examined in this way and did not emerge as significantly 
associated. 

The three factors which fall under the social-class 
‘umbrella ’’ in this particular study are toilet accom- 
modation, crowding, and the presence or absence of bath- 
room. It is impossible to indicate which, if any, of these 
is important, for they are all so closely related 

This analysis, then, suggests that age, domicile, social 
class, household equipment, and the breadth of recrea- 
tional contacts of the tested child each has significant 
and independent association with antibody pattern. 

Support for this conclusion comes from the observation 
of the association between each of these factors and the 
antibody pattern while holding the other four constant. 
In each case the significant association persisted through- 
out. For example, the association between domicile and 
infection (shown by the presence of antibody to more 
virus types among children living in the city than 
outside) remains significant by conventional standards 
when age, social class, household equipment, and recrea- 
tional contacts are held constant. If the whole group of 
children is divided into two subgroups, any or all of 
these factors may be used to distinguish between them. 
In table v1 the older city children of low social class 
having many recreational contacts and poor household 
equipment are distinguished. 


TABLE V—PERCENTAGE RATIOS OF THE NUMBER OF CHILDREN OBSERVED TO THE NUMBER EXPECTED ON THE NULL 
HYPOTHESIS, CLASSIFIED BY POLIOVIRUS SEROLOGICAL RESULT AND STATED SOCIAL FACTOR, AGE, DOMICILE, AND 


SOCIAL CLASS BEING HELD CONSTANT 


Social factors 


Serological result (%) 





- 
Test of significance 


of difference between 
observed and expected 


No. of 
children 











Description Subgroup - + + + ++4 distributions 
Household equipment Constant hot water =—=«1102,S*””'”é<‘i‘zT (titi fh ilies 
No constant hot water 68:8 114°3 78-8 113-7 128 0-05 >P > 0-02 
Recreational contacts Normal 127°5 105-0 108-8 54°3 104 x 2 = 11: a 
Many 61-4 95:8 95-6 113-4 183 0-01 >P > 0-001 
No. of children en ee eee ae Le ae 287 
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TABLE VI—THE POLIOVIRUS ANTIBODY PATTERN OF 287 
CHILDREN DIVIDED ACCORDING TO AGE, SOCIAL CLASS, 
DOMICILE, BREADTH OF RECREATIONAL CONTACTS, AND 
HOUSEHOLD EQUIPMENT 


No. of children with anti- 
body pattern indicating : 






requent 








Category ° oe zp Total 
3S 84 = 
> = > he 
=> bh 2 ; S 
S of — +. 
o aah 2 + 
Zz, =5 5 S 
a = bet | 
“ “ _ 
Social classes IV + V and/or 
city-dwellers and/or 7 + yrs. 
of age and/or many recrea- 
tional contacts and/or poor 
household equipment , 28 49 66 102 245 
Other children we ‘ 19 i4 5 i 42 
Total .. - oe 47 63 71 106 287 
a 41-21 D.F. 3 P < 0-001 


Occupation and Family Infection 

Table vi draws attention to a number of discrepancies 

9 children who, on the general hypothesis, should have 
had little infection, but, when they were investigated, 
showed evidence of ‘‘ moderate ’’ or ‘‘ frequent ’’ infec- 
tion. The records, however, showed that in these 9 
families the occupations of the principal wage-earner 
were general practitioner, furniture-dealer and furniture- 
shop salesman, confectioner’s-shop owner and salesman, 
elementary school teacher, salesman in lime-works, 
customs official, hairdresser, divisional medical officer, 
and electrician (house-wiring). All but the last had been 
coded as having ‘‘ many ’”’ occupational contacts. As 
there were only 90 families coded as having ‘‘ many ”’ 
occupational contacts among the 287 families repre- 
sented, the probability of this happening by chance is 
very small (P=0-001) and suggests that occupational 
contacts are important in infecting the family in certain 
cases. 


‘ 


Comment 


It has long been known that countries where living 
conditions are poor and overcrowded, and sanitation and 
personal hygiene are bad, have more and earlier poliovirus 
infection. The present study confirms that the same 
pattern is found among groups with different standards 
within one community. Many factors may be implicated, 
and of those studied there is a strong suggestion that (apart 
from the age of the child) where he lives, the social class of 
his family, the extent of his recreational contacts, and 
the equipment of his household, all affect his chances of 
poliovirus infection. It has been assumed (Paul 1955) 
that infection by the polioviruses is through direct 
contact between individuals and by contamination of the 
environment due to poor hygiene. The importance of 
age, domicile, and recreational contact in the pattern of 
infection of the children studied could be explained in 
these terms by the relatively large chance of outside- 
the-home contacts likely to be experienced by older 
children, city-dwellers, and children who play in the 
streets. Household equipment (in this case whether or 
not the family has constant hot water) may reflect an 
aspect of personal hygiene associated with the contamina- 
tion of people and of surroundings. In turn, social class 
may cover other aspects of family hygiene as well as 
a variety of interacting variables such as crowding and 
the quality of housing. That this is not the whole story 
in the infection of the individual is suggested by some of 
the limited standardisations described above. It was 
found that the strength of the social-class trend was 
almost unaffected by observing it under conditions of 
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standard crowding or by holding constant the effect of 
the presence or absence of a bathroom, toilet accommoda- 
tion, type and equipment of housing, or the extent of 
recreational contacts. This suggests that either none of 
these factors contributes much to the social-class effect 
or that they are inadequate measures of contact and 
hygiene. Since the latter explanation appears unlikely, 
the nature of other factors responsible for the social-class 
trend remains problematical. We know that to measure 
the social class of a family is a crude way of measuring 
differences in environment and (perhaps more important 
in this context) behaviour, which are often crucial in 
health or mortality experience. For many other infec- 
tions it is the children from the families of lower social 
classes which experience most disease (Registrar-General 
1954). In their poliovirus infection the children in this 
study were no exception. But the effect on the child 
may not be quite the same as for other infections, for 
no actual illness was involved (of the 240 infected 
children, none had been suspected of having polio- 
myelitis) and all the infected children may be presumed 
to have some lasting immunity. 

Because an infection early in life seems less likely to 
produce clinical disease than infection later on, one would 
expect that their early acquired immunity would protect 
the children of the lower-social-class families from the 
disease. The literature of the past hundred years and 
some current textbooks support this view. But the 
expected social-class differential in mortality and mor- 
bidity was not found by Bradford Hill and Martin (1949), 
or by other workers reviewing notified poliomyelitis in 
post-war Britain. One reason for this apparent lack of 
social gradient could be that, though more vulnerable, 
the better-off children were exposed less to infection. 
If so the expected social-class gradient in the clinical 
disease would be apparent only after examination of 
the attack-rates among children all of whom were known 
to have been exposed to infection. Such a gradient would 
not normally show itself in notification-rates, except 
perhaps in the unusual situation where equal exposure 
of all classes of children became possible. 


Summary 


The pattern of neutralising antibodies to the polio- 
viruses in 287 children in Northern Ireland has been 
related to the age, sex, home, social class, various 
measures of the type and equipment of housing, size of 
household, recreational, and occupational contacts, and 
crowding of the children and their families. None were 
thought to have had poliomyelitis, though 240 showed 
evidence of past infection. 

After a series of standardisations five factors emerge 
as significantly and separately related to antibody 
pattern. Evidence of more frequent or heavier infection 
was associated with increasing age, life in the city rather 
than the small town, lower social class of family, an 
absence of hot-water equipment in the household, and 
the child having many recreational contacts. Children 
who showed unexpected evidence of infection came from 
families in which there were one or more persons from 
occupations (such as bus-conductor or doctor) charac- 
terised by many contacts with others. 

The social class of the family shows the clearest 
association with antibody pattern. This association does 
not disappear when variation due to differences in the 
extent of contact with others or household hygiene are 
held constant, and may therefore be due in part to other 
factors not yet investigated. 

From these results it is suggested tentatively that a 
social-class gradient in the occurrence of clinical polio- 
myelitis, favouring the lower-social-class families of this 
group, would be expected only if all the children were 
to be exposed equally to infection. 
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This study would not have been possible without the full 
oéperation of Prof. G. W. A. Dick and Dr. David Dane of 
he department of microbiology of the Queen’s University, and 

is based on their investigations of poliovirus in Northern 
lreland. Dr. Dane was responsible for all the serology and 
ias been a constant adviser. 

Thanks are due particularly to Dr. W. R. 
Dr. W. Bamber, Dr. J. K. Kitson, Dr. R. F. McKeown, 
Dr. J. B. McKinney, Dr. W. J. McLeod, Dr. J. A. Mark, 
Dr. B. O. Moore, Dr. W. G. Swann, and Dr. E. C. Torrie, 
nedical officers of health and divisional medical officers of 
health in Northern Ireland, and to their health visitors who 
ollected our information for us. 

I should also like to thank Mr. W. Moncrieff of the Northern 
Ireland Hospitals Authority, Mrs. McCabe, Mr. J. D. Merritt, 
Mr. 8. Crockett, and Miss J. Cooper for their great help in the 

analysis of the material, and Miss P. Stewart and Miss B. 
Ingram for clerical assistance. 

I am especially grateful to Dr. E. A. Cheeseman for his 
encouragement and statistical advice, and to Prof. A. C. 
Stevenson, Dr. J. Knowelden, and Dr. R. 8S. F. Schilling for 
their help, and to colleagues in the departments of social and 
preventive medicine, and of microbiology, of the Queen’s 
University of Belfast, and of public health in the London 
School of Hygiene and Tropical Medicine. 


Abernethy, 
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The Minister and the Welfare Services 


Addressing the local authorities’ welfare conference, 
held in London on April 2, Mr. Dennis Vosper, the 
Minister of Health, said that in 1957-58 57% of N.H.S. 
expenditure would go to the hospitals; about 30% to the 
general medical, pharmaceutical, dental, and ophthalmic 
services; and 83% to local-authority services. He 
believed that the amount allocated to the local-authority 
health service was not commensurate with their import- 
ance. The importance of preventive health measures and 
their welfare partners had been often stressed as a means 
of limiting the cost of the rest of the health service. 
While he feared that the demands of the other partners 
in the health service would not diminish, he would try 
to encourage the local-authority health and welfare 
services, not cnly because it must be our general desire 
to keep people well and happy, but also because in the 
long run it should be to our financial advantage. 

There were, he suggested, four essentials to a successful 
welfare policy—that it should be local, that it should be 
unified, that it should be centred on the family and 
individual, and that it should make full use of voluntary 
services. A service which dealt with human problems 
must be administered by those in close contact with the 
people concerned. It must always be not a national but 
a local-government service. Welfare work could not be 
prescribed by statute and administered by regulation. 
During the last two decades we had built up an enormous 
superstructure from the social services. The super- 
structure needed so much effort and money that we 
might be precluded from reconsidering our social prob- 
lems. With this background it was important to remember 
that we should concentrate more and more on the 


PUBLIC HEALTH 


[APRIL 13, 1957 783 
individual and the family. If, at times, the superstructure 
or organisation did not fit the needs of the individual, 
then the organisation and not the individual must 
be changed. 


Middlesbrough Award 


An award (no. 2646) by the Industrial Court asks 
the county borough of Middlesbrough to pay its medical 
officer of health, Dr. E. C. Downer, the salaries recom- 
mended by the regional appeals committee under the 
Whitley machinery. 


Middlesbrough has a population of about 148,000, and 
Dr. Downer is school medical officer and port medical officer ; 
but with successive rises in national salary scales since 1950 
the corporation has always put him on the minimum salary 
for a local authority with a population of between 100,000 
and 150,000, and it has twice ignored the strong recommenda- 
tion of the regional appeals committee that, in view of his 
responsibilities, he should be paid at a higher rate. Only 
under pressure from the British Medical Association did the 
corporation agree to arbitration by the Industrial Court. 
It told the court that it had discretion to determine Dr. 
Downer’s salary, within the prescribed limits, ‘“* having 
regard to local factors,’’ and that, though he had given much 
shorter service to Middlesbrough than some other chief 
officers of the corporation, he received ‘‘more cash salary’ 
than any except the Town Clerk. 


The Industrial Court’s decision will perhaps restrain 
other authorities which may be tempted to pay no 
attention to what an appeals committee recommends. 


Mortality in 1956 


Provisional figures for deaths from tuberculosis and 
cancer and for maternal mortality in England and Wales 
last year are announced by the Registrar-General.’ 

Tuberculosis.—The death-rate for respiratory tuberculosis 
was 109 per million persons, compared with 131 per million 
in 1955. The death-rate from other forms of tuberculosis 
was 12 per million persons, compared with 15 in 1955. 

Cancer.—The provisional death-rate for all forms of cancer 
for men was 2274 per million population and for women 1891 ; 
the 1955 figures were 2252 and 1873 respectively. The rise 
in the rate for men includes an increase from 693 to 726 per 
million population for deaths assigned to cancer of the lung 
and bronchus; the rate for cancer of the lung and bronchus 
for women increased from 106 per million in 1955 to 111 
in 1956. 

Maternal mortality.—The provisional rate for maternal 
mortality (including abortion) was 0-56 per 1000 live and still 
births—the lowest ever recorded. 


1. Registrar-General’s weekly return no. 13, 1957, H.M. Stationery 
3d. 


Office. 1s. 
Infectious Diseases in England and Wales 


Week ended March 


Disease 
2 9 16 23 30* 

Diphtheria AP “a id 7 6 3 3 6 
Dysentery = = se 1291 1214 1416 1317 1222 
Encephalitis : 

Infective ° $0 ‘3 3 4 2 4 1 

Post-infectious an ae 3 3 2 3 8 
Food-poisoning Se 174 151 164 298 210 
Measles, excluding rubella 23,060 (24,844 24,833 |27,179 25,185 
Meningococcal infection = 22 2 29° 30 46 
Ophthalmia ngonatorum nai 28 37 37 35 36 
Paratyphoid fever .. 10 7 4 3 3 
Pneumonia, ogee or influ- j 

enzal 664 755 770 695 45 
Poliomyelitis : 

Paralytic .. cal _ 21 27 23 26 18 

Non-paralytic ore np 9 7 15 11 10 
Puerperal pyrexia... s 222 206 230 246 240 
Scarlet fever .. a _ 833 838 935 822 812 
Smallpox ifs is ou bs 
Tuberculosis : 

Respiratory - 608 583 676 593 683 

Meninges and C N.S. i y 7 15 il 9 

Other . $ o's 84 81 74 77 70 
Typhoid fever oa as 1 4 1 1 
W hooping-cough 3000 2995 3180; 2932 2849 


* Not including late returns. 
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I—AGE-DISTRIBUTION AT JUNE, 1956, OF CONSULTANTS AND S.H.M.O.S (GREAT BRITAIN) 


Diseases 





















































General of the Mental Neurology Perediatrics Radiology Radio- Physical Patho- Infectious; Derma- 
Year medicine chest health i : therapy medicine logy diseases tology 
of 
birth 
Per ses Per ses Per Ses Per Ses Per- Ses- Per- Ses- Per- Ses- Per- Ses- Per- Ses- Per- Ses- |Per- Ses- 
sons sions sons sions sons sions sons sions sons sions sons sions sons sions sons sions sons sions sons sions/sons sions 
1886 1 10 
1887 l 6 l 7 1 3 2 2 
1888 1 4 1 11 1 2 12 
1889 2 l l 9 3 2 11 l 1 
1890 ) 35 4 33 l 3 18 1 
1891 17 92 2 l li l 11 6 1 1 2 7 50 2 17 3 
1892 11 a8 7 54 7 41 8 3 22 6 35 3 26 3 
1893 25 154 4 41 1 ) 3 6 11 l 2 5 55 3 24 { 
1894 15 80 7 77 l 5 7 1 7 11 95 6 50 7 
1895 18 111 10 101 l i 3 18 10 1 10 | 17 | 134 5 40) 1 
1896 20 | 142 9 127 l 5 31 11 2 22 1 8 16!) 147 4 36 8 
1897 29 | 178 10 194 1 4 iy 26 14 3 18 2 314 103 4 24 6 
1898 30 195 11 259 7 38 16 3 30 1 il 12 H 7 67 8 
1899 27 167 17 282 4 25 3 26 18 6 64 9 63 24 5 48 6 
1900 52 | 302 22 335 2 5 9 35 14 3 33 2 11 18 9 49 ' 10 
1901 10 265 20 338 7) 26 22 4 40 3 23 18 14 96 8 
1902 29 #186 32 312 5 36 11 3 12 3 29 3 16 «11 4 21 
1903 37 | 247 29 240 5 42 6 31 13 3 32 3 14 21 5 34 7 38 
1904 39 «267 19 306 3 27 4 10 10 4 22 2 8 | 17 5 26 6 37 
1905 35 299 25 369 2 19 6 50 13 3 28 27 1 1 1 30 
1906 38 265 20 258 2 10 6 15 11 3 31 6 5 | 33 5 30 5 28 
1907 61 168 26 366 5 31 11 74 10 2 22 3 31 29 5 29 7 37 
1908 44 312 22 425 1 38 13 118 8 6 47 3 20 20 5 30 s 51 
1909 52 | 363 22 313 6 52 12 80 15 3 22 3 22 | 29 4 44 4 20 
1910 52 415 26 384 2 14 15 138 19 6 59 3 29 35 1 2 il 65 
1911 51 361 43 397 2 15 8 66 16 9 87 4 28 34 4 25 8 56 
1912 16 6339 247 471 1 11 66 27 4 40 2 16 43 7 60 8 62 
1913 50 444 43 348 7 57 9 85 24 11 119 5 4 37 3 33 7 42 
1914 61 03 44 163 2 18 11 90 32 14 146 5 52 52 5 39 8 68 
1915 68 18 45 521 5 47 1 116 27 4 40 8 55 50 3 19 8 57 
54 4120 55 430 3 25 16 «140 34 8 72 5 53 46 5 55 4 34 
42 331 37 391 6 45 1 128 21 11 116 4 28 49 l 2 3 26 
32 | 219 37 359 16 129 20 11 106 8 78 «40 l 11) 13 86 
32 216 26 342 2 4 x 50 23 10 94 6 58 37 2 17 6 41 
28 185 27 350 1 8 9 71 13 8 88 3 24 40 2 22 5 30 
16 85 25 231 1 11 3 29 20 8 88 2 22 34 2 22 2 16 
9 83 18 306 2 8 2 sy] 14 6 61 23 2 22 1 7 
3 26 13 162 10 t 36 2 11 11 
{ 27 7 83 1 2 22 11 11 
2 22 4 126 
2 33 3 22 
1 11 
11 | 
Totals 1178 8389 793 8162 1063 9967 76 550 253 1871 536 4948 167 1623 104 798 879 7582 136 1033 '190 1182 
Venere Ophthal General Anws- Neuro- Plastic | Thoracic a a eens, a e Totals 
ities ology mology surgery thetices surgery surgery surgery deaanes P surgery gy ‘ene oben? : 
of 
birth 
Per Ses Per Ses- Per- Ses Per- Ses Per- Ses- Per- Ses-|Per- Ses- |Per- Ses- Per- Ses- Per-. Ses- Per Ses- 
sons sions sons sions sons sions sons sions sons sions sons sions|sons sions |sons sions sons sions sons sions! sons sions 
1886 1 1 1 2 
1887 2 7 1 
1888 1 4 I 4 1 2 1 9 1 5 1 2 
1889 2 9 3 2 10 2 5 2 16 
1890 1 { 3 2 11 1 2 2 l 9 
1891 1 2 7 28 14 l 2 3 10 3 20 7 43 
1892 $ 12 10 62 19 7 54 4 20 8 59 7 52 
1893 1 1s 15 83 23 11 83 3 11 1 10 6 41 6 39 
1894 ) 26 15 96 24 11 69 4 32 7 42 10 65 
1895 2 11 9 62 21 16 112 l 3 2 11 7 b4 11 88 
1896 7 40 13 90 25 23 134 1 2 1 il 4 31 11 84 10 75 
1897 6 13 10 68 38 27 174 2 15 1 5 7 60 12 85 13 82 
1898 7 4 24 140 25 25 206 4 35 11 82 20 148 
1899 1 28 30 203 18 28 179 1 9 6 49 11 80 17 137 
1900 7 14 28 201 47 42 «274 3 23 l 6 l 9;16 141. 21 157 14 111 
1901 5 37 29 166 42 39 P85 2 20 l 9; 10 88 27 206 20 151 
1902 10 75 20 129 55 13 279 2 17 3 19 i 30 14 110 19 160 25 196 
1903 ) 35 19 129 48 34 «60-266 2 21 4 34 | 11 79 «#610 73 22 , 175 
1904 5 32 14 87 58 28 212 l 9 1 9 ll 86 614 110 21 158 
1905 11 72 21 2 37 360270 l 9 l 9 3 26 ~ 58 11 95 18 140 
1906 5 39 il 85 i8 37 t05 3 29 1 9 3 22 12 116 13 107 18 154 
1907 6 52 16 93 36 25 198 | 9 i 2 3 17 | 25 216 11 90 25 183 
1908 7 53 19 «145 17 41 303 1 9 3 27 3 22 ;|20 178 12 «103 18 | 163° 
1909 ' 25 24 144 38 135 32 278 4 41 2 18 3 28 | 21 195 16 137 28 | 243 | 35 
1910 9 80 25 167 69 67 32. 251 3 31 1 4 4 34 | 21 197 13. 100 25 193 411 
1911 8 5 19 121 50 395 38 284 1 11 5 47 6 5 23° «217 16 126 31 234 417 
1912 1 34 13 97 52 4166 41 317 2 20 2 20 6 55 2 191 10 90 32 257 407 
1913 ) 53 19 «111 62 08 46 400 6 58 2 i8 4 39 228 13 124 34 293 451 
1914 10 83 22 156 19 3 $5 4106 2 18 2 18 6 16 216 11 100 31 25: 485 
1915 7 59 25 181 39 45 64 593 4 36 6 48 6 58 294 14 123 34 296 515 
1916 3 17 25 170 1 $10 50 462 ‘ 28 ) 42 6 51 255 15 132 22 189 | 483 
1917 4 36 24 154 27 27 61 506 6 62 3 27 9 84 181 13 107 19 | 142 | 423 
1918 2 18 12 s4 27 3 g85 2 20 7 60 129 12 91 16 125 349 
1919 2 15 17 91 21 171 26 236 2 20 4 38 128 12 104 16 110 302 
1920 a) 5 11 55 18 105 47 $25 2 20 1 35 95 5 42 g 47 286 
1921 2 22 11 56 8 47 32 304 1 9 4 38 73 11 98 7 39 219 
1922 l 11 9 40 1 30 37 349 2 22 1 ll $l a) 3 171 
3 1 10 1 58 2 11 22 215 1 9 1 11 97 
4 1 3 7 35 18 171 60 
1 6 1 11 115 34 
l l { 4 13 
l 11 1 2 3 20 7 
1 
Totals 172 1261 592 3736 1193 9180 1131 9196 53 496 Sl 417 98 830 428 3764 385 3087 590 4612 10,068 82,684 


Consultants and s.4.M.0.s practising in more than one specialty have been included under each. 
Dentistry is excluded. 


sessions of honoraries are excluded. 


Table includes honorary staff ; 


but 
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THE LANCET] SPECIAL 
Special Articles 


CONSULTANTS AND OTHER SPECIALIST 
STAFF IN HOSPITALS 

THE accompanying tables have been issued by the 
Ministry of Health and Department of Health for 
Scotland as being of interest to the medical profession 
generally. They may be of special interest to those who 
ire intending to train as specialists. All the figures relate 
to Great Britain. . 

Table 1 shows the age-distribution at June 30, 1956, 
of consultants and senior hospital medical officers 
practising in the various specialties. It shows also the 
numbers of paid sessions undertaken by the consultants 
ind S.H.M.O.8 in each specialty for each year of birth. 


Table 1 shows the numbers of consultants in each of 
the specialties year by year from 1949. The corresponding 
figures for senior hospital medical officers are not available. 

Table 111 shows the number of senior registrars in each 
specialty on June 30, 1956, at the various stages of their 
training. The column headed ‘‘ Others ’’ includes those 
holding ‘‘ transitional ’’ posts. 
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TABLE III—SENIOR REGISTRARS IN GREAT BRITAIN ( 
JUNE 30, 1956 


Z 


Training plan 


Specialties Others* a 
Ist 2nd 3rd 4th Total ” 
yr. | yr. | yr. | yr. “ 
General medicine 39 40 30 27 136 68 204 
Diseases of the chest 12 18 11 8 49 4 53 
Mental health 49 32 20 9 110 12 122 
Neurology 2 3 2 5 12 2 14 
Prediatrics 4 8 7 5 24 12 36 
tadiology 25 15 16 8 64 3 67 
Radiotherapy : 4 js 4 3 16 i 16 
Physical medicine 3 4 2 1 10 - 10 
Pathology - 16 17 14 16 63 40 103 
Infectious diseases 2 1 ww 1 4 2 6 
Dermatology 2 3 4 7 16 13 29 
Venereology ee 1 1 1 1 4 2 6 
Ophthalmology 19 18 12 5 54 11 65 
General surgery 47 41 | 31 $26 145 66 211 
Anesthetics 39 19 11 4 72 6 79 
Neurosurgery 2 6 2 2 12 3 15 
Plastic surgery . . 1 4 2 2 g x 17 
Thoracic surgery 5 5 6 3 19 10 29 
Orthopeedic surgery... 22 18 8 6 54 ll 65 
Ear, nose, and throat 
surgery ro _ 7 9 9 5 40 7 47 
Obstetrics and gyne- 
cology : ~s 7 | 24) 17 9 67 34 101 
Totals o% .. 828 291 209 153 981 | 314 1295 


* Includes 93 honorary and 26 part-time senior registrars. 


rABLE II—NUMBER OF CONSULTANTS IN EACH SPECIALTY AT VARIOUS DATES SINCE DEC. 31, 1949 (GREAT BRITAIN) 


Date 


chest 
Radiology 





Pathology 


D 
oo 
= 


Ne urology 


Radiotherapy 


General medicine 
Mental health 


Diseases of the 


, 1949 
, 1950 
, 1951 | 8: 

, 1952 904 310 S566 61 


216 449 53 
250 S04 53 
266 532. 59 


, i! 
ores or 
“ae ON 





108 70 581 1 

, 1953 905 340 595 67 112 75 631 60 

31, 1954 924 344 616 68 116 74 646 59 

June 30,1955 932 346 633 69 120 73 659 8 
June 30, 1956 | 946 347 640 70 127 77 | 689 6 


Consultants practising in more than one specialty have been 


A SURGICAL RESIDENTIAL COLLEGE 


Viscount Nuffield and Lord Webb-Johnson have long 


had in mind a surgical counterpart in London to All 
Souls College, Oxford, and their thoughts have resulted 
in the foundation of the Nuffield College of Surgical 
Sciences. Viscount Nuffield gave £250,000 for the 
building through his Charitable Trust and helped to 
make available a further £187,000 from King Edward’s 
Hospital Fund for London. It is a unique institution 
where postgraduate students training in surgery can 
gather for instruction and study. The college is residen- 
tial, and the students mix with their fellows and their 
seniors ; the President will have a suite of rooms there. 
It has been in use since the beginning of this year, and all 
80 places are already filled ; but the official opening was 
delayed to April 5, the anniversary of Lord Lister’s 
birthday. 

The impressive ceremony in the great hall of the Royal 
College of Surgeons was attended by some 500 people. 

To the music of a contingent of the band of the Grenadier 
Guards, several processions entered the hall and took their 
seats—the council of the Imperial Cancer Research Fund, the 
‘ommittee of management of the Institute of Basic Medical 
Sciences, the boards of the Faculties of Anewsthetists and of 
ental Surgery, the court of examiners, and the council, with 
he court of patrons and some honorary fellows. Then the 
ntry of the mace heralded the president (Sir Harry Platt), 
vith the chairman of the building committee (Mr. E. W. 








ep » & sib Tele 
be & 2 gis ; £ @38' ge 
a |gis os Se Om sh Sp . to 2 n 
Sisig A|8\|se! 23 | 281 82! 80! @ 
¢ & @ $128 ge S2 ce E=\ be = 
- € $s aig |/*S £5 BS 8 / 3a) © 
~ S = Pa L =) a ~ hen 
wit oat | a ~ |as]6" 
331 927 196 37 30 49 312 | 424 | 5719 
341 942 602 39 32 57 328 439 | 6233 
342 948 655 42 33 66 341 449 | 6476 
351 986 714 44 36 81 339 | 473 | 6862 
342 982 748 46 43 89 346 473 7079 
340 987 782 48 48 91 350 485 | 7225 
341) 988 797 49 50 93 353 493 7315 
339 =988 15 52 50 97 347 495 7427 
included under each. Table includes honorary consultants. 


Riches), Lord Nuffield, Lord Freyberg, v.c., and the Bishop 
of London. 


Sir Harry Platt, P.R.c.s., welcomed the guests and read 
out a brief cable of good wishes from the Royal Aus- 
tralasian College of Surgeons. Lord Nuffield asked him 
to accept the Nuffield College of Surgical Sciences on 
behalf of the Royal College of Surgeons, and he formally 
accepted the gift. Mr. Riches presented Lord Nuffield 
with a book to contain photographs of the new college 
and of the ceremony. 

Lord Freyberg, in a short address, spoke of his previous 
associations with Lord Nuffield in connection with 
London House—another educational institution particu- 
larly concerned with postgraduate study—and empha- 
sised the value to the students of the collegiate life. He 
then walked to the door of the new building, where he 
was introductéd to Mr. A. W. Hall, F.R.1.B.4., the architect, 
and declared the building open. Visitors were then at 
liberty to inspect the lounge, with its portrait of Lord 
Nuffield, and the other common-rooms. The students’ 
accommodation is comfortable and the provision for 
recreation excellent. 

All too often students of medicine are denied both a 
liberal education and a collegiate life. Lord Nuffield’s 
bounty will now give many postgraduates a taste of 
residence in college, where life with their fellows from 
several continents must enlarge their ideas and under- 
standing. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


THE DOCTOR’S WIFE WITHDRAWS 
There is no time to write— 
Interrupted always by the bells 
(Yes, this is the doctor’s house) 

The door, the telephone, or the knell 
For unfortunate patients predeceased : 
The church is inconveniently close. 


There is no time 

To lie close, feeling creation’s surge ; 

No time 

To carry carefully the embryo idea, 

To know its certain growth, to brood for hours 
Upon its pattern. 

There is no time to wonder, 

Intrusion hammers always at the door, 
Shrilling the bells. 


Serenity is marred, the embryo distorted ; 
With dark pain 

And long-drawn labour it struggles to be born 
(Interrupted by the bells, of course : 

Even travailing I must answer them.) 

What uneven monster now will wail 

Its pitiful first ery, tuneless, harsh 

Into a world uninterested in birth, 

Being morbidly preoccupied with death, 
Atomically gigantic, yet personally minute. 
Or should it be 

Personally gigantic, atomically minute ? 

The bells distract : I cannot think. 

There is no time even to consider 

Death in this house, the bells are rung so often 
To outwit it.... 


This moron child 
Incapable of receiving or returning thought 
Is all I can achieve, project or leave ; 
So little worth ! 
Yet, since there must be death, 
There must be also, first, some kind of birth 
(The bells know that: they ring so urgently 
For the newborn. Doctor, quick !) 
So Ill take creation’s side, 
Withdraw (into myself ) 
And leave the bells to ring ! 
* * * 


The other day, chatting to a psoriatic old woodman 
who attends regularly for his ‘ skin, doctor,’’ I found 
that he came originally from the village where I was 
born, a hundred miles away. There he had been treated 
by my father for the same complaint over 45 years 
ago. He was very pleased at this discovery and seemed 
to bear no ill-will for two generations of unsuccessful 
doctoring. e - ° 


I see that the medical correspondent of a popular 
newspaper has been critic ised for presuming to offer 
a spot diagnosis of a reader’s illness, based only on 
a letter to the paper. His troubles reminded me of the 
more exuberant days of the 18th century, when it was 
quite normal for the educated patient to submit his 
own written case-history to a consultant, together 
with the fee, and to receive by return a diagnosis and an 
appropriate prescription. 

The classical example is provided by that irascible 
and cantankerous hypochondriac, Tobias Smollett, 
who undertook the Grand Tour to France and Italy 
in 1763-64. His continued ill health during the south- 
ward journey across France (while at Boulogne he had 
even, he says, ventured on the ‘“‘ desperate remedy ” 
of plunging daily into the sea) constrained him to consult 
a prominent local physician at Montpellier—‘‘ one of 
the dearest places in the south of France ’’—since the 


many English who passed that way were regarded, and 
for their part were content to be regarded, as generous 
milords with inexhaustible resources. 

Smollett carefully wrote out a long description of his 
own case, in Latin, and despatched it by messenger 
to the great man, accompanied by a fee of one loui’dore 
The reply, when it came, incensed him 


( 12 livres). 


IN ENGLAND NOW 
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insodtantele. r= did es prven to the doctor’s recom- 
mendation of a light diet, nor to the extremely odd 
concoctions he prescribed. for the unseen patient’s 
alleged fever and cough; but he disagreed with the 
consultant’s general view of the case, and most of all 
he took strong exception to its being couched in the 
French language—then regarded by many intellectuals 
as a semi-barbarous tongue ill-suited to the exchange 
of educated views. 

Furious, Smollett sent the doctor another note, arguing 
with the diagnosis (‘‘ tabes pituitaria,” he would call it, 
not ‘‘ tabes purulenta’’) and implying that the case- 
history had not been read properly. The French physician 
stood his ground, and intimated that he would be ready 
to resolve Monsieur le Consultant’s doubts in person if 
he cared to call. At this, Smollett’s anger at once sub- 
sided. He sent a note of apology, with a supplementary 
fee of another louis; the physician courteously acknow- 
ledged both; and Smollett wrote a page and a half to 
a friend, proving to his own satisfaction how right 
he had been and what a costly charlatan the doctor was. 

7 * * 





Shirley came from a large but poor family. As she had 
collapse of the lung with bronchiectasis she was advised to 
have postural drainage. This involved sleeping at night 
with the foot of her bed raised. This advice was readily 
accepted and it was only some months later that it 
transpired that the whole family had to sleep with their 
heads down as they only had one bed. There were no 
complaints. * e . 


Awake! But it was not morning that had flung the 
stone into my Bowl of Night. It was young Perkins from 
The Golden Lion flinging pebbles at my bedroom window. 
Dad’s face was cut something horrible, and would I come 
at once. The urgency of heading off old Perkins from the 
Dawn of Nothing penetrated my veil of sleep. Still 
befuddled, I pulled on my pants and jacket, picked up 
the emergency bag, and scurried along the street. Sure 
enough, the landlord was not a pretty sight. Apart from 
the till, that Saturday night extension had not been an 
unqualified success. The takings from a rather wild 
party had included turning down an empty glass across 
old Perkin’s refusal of yet another last round. He was 
sitting in the bar with a dish cloth clapped to his cheek. 
I reckoned it needed a fair few stitches to restore some 
sort of acceptable cosmetic effect. Mark you, Mr. Perkins 
is not a fussy man about appearances: maybe twenty 
years of pub-keeping dulls the finer feelings. Anyway, 
I gave him the benefit of the doubt and infiltrated the 
field of operation with a spot of local anesthetic. While 
it was having time to act, I wandered round admiring the 
murals behind the bar. Gamecocks and race-horses to the 
left, cheesecake and pin-up girls to the right. Perkins was 
certainly a connoisseur of beauty. Thinking it was time 
to get on with the job, I leaned over the patient and 
inserted the first stitch. Perkins flinched. I wondered 
if the anesthetic was all right. He said it was, so I p 
on. As I approached once more he drew back with a 
look of horror before the needle even touched him. 

‘* What’s the matter, Mr. Perkins ? ” I snapped testily, 
“Surely it doesn’t hurt? Why are you looking so 
scared ? ” 

‘Well, doctor,” replied the victim. 
seen yourself without your teeth in ? ” 

I glanced in the mirror over the bar. 
dentures lay still in the Bowl of Night. 


* * + 
The French government's campaign against alcoholism 
is gaining momentum, and in my carriage on the Métro 
in Paris last week I was surrounded by such notices as 


Indeed my 


Les prescriptions de l’ Académie de Médecine ; 
Jamais plus d’un litre de vin par jour ! 
Santé Sobriété. 
In the next carriage I was glad to see the more usual 
advertisements for the many proprietary brands of 
attractive alcoholic beverages. Paris, tu n’as pas changé. 
* ~ * 


Mother (on the telephone): ‘“‘ Johnny has cut his head, 
Doctor, what shall I do ?”’ 
Doctor (about to go out): “‘ Take him to the chemist and 


if he thinks stitches are needed, take Johnny to the hospital.”’ 


‘Have you ever 
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Letters to the Editor 


SERUM-CHOLESTEROL RESPONSE TO 
DIETARY FAT 


Srr,— Recently we reported in your columns (Jan. 12, 
p. 66) the results of controlled experiments showing that 
dietary fat has a powerful influence on the serum- 
cholesterol level in man but that this is not a simple 
inverse function of the amount of *‘ essential ’’ fatty acids 
in the diet. In due course we shall report the detailed 
findings in a systematic study, continuously in progress 
since 1950, of the relationship of serum-cholesterol con- 
centration to the amount and kind of fats in the diet. 
In the meantime it may help to reduce confusion in this 
area of intense research interest to disclose a major 
feature of the findings in 20,000 man-days of controlled 
experiments covering butterfat, lard, olive oil, cottonseed 
oil, corn (maize) oil, sunflower-seed oil, safflower-seed oil, 
and sardine oil, as well as mixed fats in the ordinary 
(high dairy and meat fat) diet. 

The experiments dealt with groups of 12 to 27 men at 
a time subsisting in calorie equilibrium on a diet adequate 
and constant in proteins, vitamins, and minerals in 
which total fats provide 9-5 to 41:5% of total calories 
with one or another fat being the experimental variable, 
usually at the level of 90-100 g. daily, for periods of two 
to nine weeks, averaging four weeks on each diet. The 
responses of the serum-cholesterol level of one group of 
men to several dietary changes, arranged so as to control 
time trends, constituted an experimental series. Pertinent 
to the present purpose are the data from 9 such series, 
providing 58 sets of comparisons of diets for which we 
have estimates of the fatty-acid composition in terms of 
glycerides of saturated (S), mono-ethenoid (M), and poly- 
ethenoid (P) fatty acids. Except in the case of 
the sardine-oil diet, almost all of the poly-ethenoid 
was linoleic acid and the mono-ethenoid was oleic 
acid. 

We formulated the hypothesis that each of these classes of 
fatty acids may make a different contribution to the serum- 
cholesterol so that, on a given diet, the serum-cholesterol 
concentration (in mg. per 100 ml.) would be : 


(1) Chol., a + bS, + cM, + dP,, 


where S, M, and P are expressed as percentages of the total 
calories in the diet. 

On a second diet, all other things being equal, the difference 
between the serum concentrations of the two diets would be 
given by subtraction : 

(2) A Chol. = b(AS) + c(AM) + (AP). 


The least-squares multiple regression solution for equation 
(2) was obtained with the data from 41 of the 58 dietary 
comparisons, excluding 12 corn-oil comparisons because of 
evidence of the peculiarity of this oil, 4 comparisons involving 
sardine oil because the poly-ethenoids in fish cils are so 
different from those in the other feod fats, and one comparison 
of corn oil v. sardine oil. 


The result was : 
(3) &K Chol. = 2:73 (AS) + 0-01 (A M)-1-31 (A P). 


The coefficient of correlation between the averages of the 
predicted and observed A Chol. in these 41 comparisons was 
r = 0-97. The contribution of the term for AM is statistically 
non-significant and recomputation with this term omitted 
yielded the equation : 


(4) K Chol. = 2:74 (A 8)-1°31 (A P). 


Since the analysis with 41 comparisons involved pooling, 
we attempted to examine the propriety of this procedure by 
obtaining separate solutions for one major series (our JWX) 
which provided 10 comparisons, and the remaining series 
providing 31 comparisons. The results were : 

Comparisons b d 

2-87 
2-68 
2-74 


Series 
Iwx os 10 
8 others ° 31 
9 series 41 


-1-31 
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Equation (4) was applied to the 12 corn-oil comparisons and 
proved, as expected, to over-estimate the cholesterol values 
on corn-oil diets, the average discrepancy being 10 mg. per 
100 ml. But the application of equation (4) to the sardine-oil 
comparisons yielded satisfactory predictions, the mean dis- 
crepancy being only 0-2 mg. per 100 ml. or, disregarding sign, 
2-4 mg. per 100 ml., which is 10% of the average observed 
A Chol. 


The good agreement between cbserved and predicted 
A Chol. obtained here refers to averages for groups of men. 
Much less close agreement can be expected for individuals 
because spontaneous, intra-individual variation is large, even 
on a constant diet. Further, the analysis here is in terms of 
absolute units of cholesterol concentration and this is suitable 
because the averages of the various groups of men studied 
here show little dispersion on a standard reference diet. But 
from analyses of results with the men classified according to 
their serum-cholesterol level on a given diet, we find the 
magnitude of the response of serum-cholesterol concentration 
to a given dietary change is correlated with the intrinsic level 
of cholesterol. 


Accordingly we conclude that the numerical values of 
equation (4) apply only to persons whose serum concentration 
is of the order of 225 mg. per 100 ml. on an average American 
diet (roughly S = 19, M = 17, P = 4% of calories). With 
men who are intrinsically more hypercholesterolemic, the 
coefficients in equation (4) would be increased. 


Finally, these results refer to dietary changes maintained 
for a few weeks, long enough to complete the first phase of 
rapid response in the serum-cholesterol concentration. Smaller 
effects are obtained with shorter duration of dietary change 
and we suggest that the magnitude of the response is a function 
of time so that : 


(5) A Chol. = f(t) (b(A S) + c(AM) + d(A P)]. 


From some short-period experiments and from observations 
on populations subsisting for many years on different diets, 
we hazard the crude estimate that f(t) is such a function that 
the resulting A Chol. after a week of dietary change is about 
half that observed after three weeks, while the three-week 
A Chol., in turn, may be something like half of the eventual 
effect prcduced after some years. 


The result of this analysis is the indication that 
saturated fatty acids have, per gramme, about twice as 
much effect on the serum-cholesterol level as do the 
poly-ethenoids which, moreover, act in the opposite 
direction. Whether the mono-ethenoids (essentially oleic 
acid here) have any effect is uncertain, but if there is an 
effect it is certainly small. 


A practical consequence of these findings may be 
illustrated by an example. It is indicated that the 
addition to a diet, as an isocaloric exchange for carbo- 
hydrate, of one ounce of sunflower-seed oil (10% and 
62% of the fatty acids being saturated and linoleic acids, 
respectively) would be expected to lower the serum- 
cholesterol by an average of about 5 or 6 mg. per 100-ml. 
in a few weeks. The corresponding removal of an ounce 
of butterfat (57% and 4% saturated and poly-ethenoid, 
respectively) should produce about 3 times as much 
cholesterol fall. The substitution of an ounce of sunflower- 
seed oil for an ounce of butterfat might be expected to 
cause a fall of a little over 20 mg. per 100 ml. in a month, 
three-quarters of the effect being attributable to the 
reduction in butterfat. These computations are for a 
man in equilibrium at about 2600 calories whose chol- 
esterol level on an ordinary (high-fat) diet is ‘‘ normal ”’ 
—i.e., under 230 mg. per 100 ml. In hypercholesterol- 
emic men considerably greater responses may be 
expected. 


Acknowledgment of our numerous obligations to sponsors, 
collaborators, and assistants will be made in fuller publication 
elsewhere. 


7 Laboratory of Physiological ANCEL re 

ysiene, University of Minnesota, JosepuH T. ANDERSON 
the Hastings State H ital, . 

ele ~~ oe FRANCISCO GRANDE. 
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INSULIN TREATMENT OF SCHIZOPHRENIA 

Sir,—The impressive statistical results with insulin- 
coma treatment obtained by Dr. Ackner and his colleagues 
(March 23) in a ‘‘ controlled ’’ trial will make heartening 
reading for some who still have doubts about the potential 
value of this method of treatment in properly selected 
schizophrenic patients. And I understand that the routine 
daily insulin-coma treatments in this particular series 
were often given by ever-changing and sometimes quite 
inexperienced psychiatric registrars, or even by psy- 
chiatric nurses. Patients who might need it were also 
denied any further £.c.r. during the course of their 
insulin-coma treatment, and only 30-40 comas were given 
to patients ; whereas we know from Polonio’s ten-years 
statistical study of insulin-coma treatment that such a 
low number of comas can markedly reduce the number 
of successful results obtained.! 

The excellent results reported despite these drawbacks, 
therefore, suggest what can be achieved with insulin- 
coma treatment when given by highly trained and 
experienced therapists in properly selected patients, 
and when it is combined with all the other methods 
likely to be needed, including the new tranquillisers, 
psychotherapy, and £.c.T. given during the course of 
insulin treatment. It also makes more understandable 
why its use has grown in this country ever since it 
yas introduced twenty years ago. 

It is also not very surprising that the use of daily 
barbiturate comas followed by strong brain restimula- 
tion with dexamphetamine also produced almost equally 
good results as those obtained in this particular insulin 
group, though no less than four out of twenty-five patients 
may need to remain in hospital as chronic patients 
because a barbiturate-induced coma was substituted for 
insulin comas. 

Do many experienced therapists really believe, as 
Dr. Ackner and his colleagues suggest they do, that 
insulin is the specific agent of recovery in insulin-coma 
treatment ? If so, why does not modified insulin treat- 
ment work just as well? Over the past twenty years, 
as one has continued to use this treatment, one has seen 
time and time again how really deep comas may help 
a patient when less deep comas have failed to do so, 
and ‘irreversible’? comas can sometimes produce the 
most dramatic results of all. This is why really skilled 
insulin therapists are needed to get the best results 
with this particular treatment. It is probably the 
combined sedative and the stimulating effects of the 
coma itself that matters, and not the giving of insulin 
per se, just as in E.C.T. it is the convulsive brain fit that 
is really important and not the electricity that produces 
it. Gain in weight, helped by insulin, may however 
contribute to the stability of recovery, and this could 
possibly help to explain why four more patients were 
able to leave hospital even in this particular insulin group 
as opposed to the barbiturate-coma group. 

What these authors also did not tell us was that 
Russian workers have used methods resembling their 
so-called ‘‘ control’? method as an alternative and 
successful physical treatment of schizophrenia. They 
have, for instance, reported the value of repeated narcotic 
treatments with ‘ Sodium amytal’ and other barbiturates, 
combined with subsequent restimulation of the brain 
by caffeine, fever therapy, convulsion therapy, and 
therefore also, presumably, by dexamphetamine. Reports 
on the use of such methods in schizophrenia appear in 
Wortis’s book.? 

As long as I have known him, Dr. Ackner has been 
suggesting in conversation and discussions that the 
beneficial effects of insulin coma may be due much more 
to the group psychotherapy of the total insulin régime 
than to the actual physical treatment used. I have no 


1. Polonio, P., Slater, E. J. ment. Sci. 1954, 100 442. 
2. Soviet Psychiatry. Baltimore, 1950; p. 161. 
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doubt that this supposed ‘‘ control’’ group was meant 
to try and throw more light on this matter, and he 
refers to the possible psychotherapeutic effects of insulin- 
coma treatment in discussing these results. But this 
paper really provides very little evidence either way 
on this point, for Dr. Ackner and his colleagues have so 
unfortunately chosen for their ‘‘ control’? group a 
method which resembles successful Russian physical 
treatment methods in schizophrenia, based on carefully 
controlled pavlovian physiological research. 

Having often suggested that it could be the psycho- 
therapeutic aspects of the insulin régime that really 
mattered, why did not Dr. Ackner have the genuine 
courage of his convictions and use sterile water instead 
of this powerful and very physiological barbiturate- 
amphetamine combination for the control group? Then 
we might have really learnt something on this important 
point. We do know that a good atmosphere in an insulin 
ward is very important, whatever depth of coma is 
given, but I doubt whether it is really as important, 
or gets patients well as quickly and as easily, as the giving 
of really deep and skilled comas, combined with E.c.r., 
psychotherapy, and the tranquillisers when necessary. 
Certainly I hope we are not going to go back (unless the 
evidence becomes statistically and clinically absolutely 
overwhelming) to too much loose psychological theor- 
ising about the treatment of schizophrenia; for we 
have come so far in the past twenty years, using all 
these new physical methods, compared to the days when 
all we used to have at our disposal were the many and 
varied types of psychotherapy which all proved so very 
disappointing, when used alone, both inside and outside 
mental hospitals. 


London, W.1 WILLIAM SARGANT. 

Sir,—We have read with interest the controlled 
study of Dr. Ackner and his colleagues on insulin 
treatment of schizophrenia. We feel, however, that their 
criteria for the choice of case-grouping, based as they 
are on clinical psychiatric data only, are open to question. 
Our own studies!* point to wide physio-pathological 
differences among cases of schizophrenia with similar 
psychiatric symptomatology. It would therefore seem 
that giving insulin-coma therapy to schizophrenics in 
groups selected only on a clinical psychiatric basis 
may in fact be treating cases of widely differing physio- 
pathological make-up. It would not be out of place to 
compare insulin treatment given in this way to prescrib- 
ing, shall we say, a certain convex lens to all those who 
complained of some defect of vision. 

In studying schizophrenics who apparently formed 
a homogeneous group from the clinical psychiatric aspect, 
we found,? for instance, that in the group there were 
patients with high adrenocortical function who reacted 
well to deep insulin-coma treatment, at least temporarily, 
and others with decreased adrenocortical function who 
usually failed to improve with insulin comas and some- 
times deteriorated. We could quote other examples of 
groups apparently homogeneous on clinical assessment 
that were heterogeneous from the physio-pathological 
aspect. We should also infer that any homogeneity 
in the groups studied by Dr. Ackner and his colleagues 
was related much more to the genetically conditioned 
personality-pattern of the patients than to their physio- 
pathological state which determines their response to 
treatment. 

It seems to us that progress in the classification or 
treatment of the schizophrenias cannot be expected 
so long as the criteria used by clinicians fifty years 
ago are still accepted and applied without further 
investigation or revision. If it were possible to reassess 
1. Reiss, M. J. ment. Sci. 1955, 101, 683. 


2. Batt, J. C., Kay, W. W., Reiss, M., Sands, D. E. Jbid, 1957 
103, 240. 
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the data in the paper by Dr. Ackner and his co-workers 
m a physio-pathological basis, we feel that conclusions 
would be reached that might be more valuable for both 
present use and future progress than those stated by the 
authors. These new conclusions might also give some 
insight into the value of a therapy which has mainly 
been used empirically in the past, but should now be 
applied on a more rational basis. In our view, their 
approach to the problem of insulin-coma therapy 
endangers the continued use of this treatment in at 
least one group of schizophrenics—viz., namely with 
high adrenocortical function—for whom it cannot yet 
be replaced. 

J.C. Batt 

G. H. L. BULLMORE 

W. W. Kay 

M. REIss 

D. W. Situ 


St. Ebba’s Hospital, ‘ 
snr yy H. Srorr. 


Epsom, Surrey. 
THE FLOPPY INFANT 

Srtr,—I look to your annotations to clarify my thoughts 
and your remarks of March 30 (p. 678) very properly 
alert me against making a generalising diagnosis of 
amyotonia congenita to cover up a multitude of some- 
what similar conditions. Amongst the alternative 
diagnoses put forward, however, we come across mental 
defect side by side, of course, with cerebral palsy—its 
only chance of equality with it, alas, as things are at 
present. 

What is mental defect ? If it is a diagnosis it is certainly 
a much more nebulous one than amyotonia congenita 
wrongly applied. There should be no such diagnosis as 
mental defect. It is simply a symptom of an underlying 
physical disability and, until you, Sir, and all other 
doctors realise this, the ‘‘ mentally defective ’’ child will 
continue to be the most ignored, least investigated, and 
worst treated patient in the community. 

Twenty years ago the cerebrally palsied, the phenyl- 
ketonuries, and the victims of maternal rubella were all 
merely ‘‘ mentally defective.’ One might say many 
of them still are but, at least, we are looking scientifically 
at them the other way round! 

Let us give the same attention to the still unknown 
causes of the end-result and never, when we are unable to 
find anything else except ‘‘ mental defect,’ accept that as 
a specific diagnosis or as final evidence of an irremediable 
condition treatable only by inaction, sedation, or 
segregation. 

Chertsey. J. M. CRAWFORD. 
DEPOT TUBERCULIN 

Srr,—In contrast to Dr. Hall (March 2), we have found 
that the use of tuberculin in a depot vehicle increases its 
sensitivity considerably. 

Comparative testing, in adults from 30 to 50 years of age, 
has shown that depot tuberculin gives positive reactions with 
doses as low as 1/250-1/20,000 of the threshold dose of aqueous 
tubereulin.! This greatly increased potency of depot tuberculin 
has been confirmed by Citron,? who obtained positive reactions 
to 5 v.u. depot tuberculin in tuberculous patients who 
had been thoroughly desensitised to tuberculin and who 
did not react to Mantoux-testing with 100 T.U. aqueous 
tuberculin. 

Two age extremes are represented by the predominantly 
newborn and infants reported on by Dr. Hall, and the elderly 
subjects reported on by Dr. Kolcan and Dr. Beresford 
(March 16). Reactions to depot tuberculin may differ in these 
age-groups from those in adults of young and middle life. We 
have found that reactions to depot tuberculin develop more 
slowly in elderly and aged subjects taking 7 or more days to 
appear in contrast to the usual 2-3 days. 

1. Pepys, J., James, D. G. Atti del 11 Congresso 
Allergologia, 1956, p. 394. 
2. Citron, K. M. T'ubercle, Lond. 1957, 
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Like ourselves, Dr. Kolean and Dr. Beresford did not 
have difficulty in distinguishing between reactions elicited 
by the depot tuberculin as compared with the control 
vehicle. We preferred the soft thin skin of the outer 
upper arm for our tests and found that control tests, 
carried out in all the cases, gave reactions which were 
negative or insignificant. The long persistence of the oily 
vehicle leading to reactions which may last for three 
months or longer in more sensitive subjects is, of course, a 
disadvantage if considered for routine testing. The 
principle, however, of a ‘‘ depot’’ tuberculin stands to 
gain, from this long persistence, for the study of the 
development of hypersensitivity in previously negative 
subjects. Alternative vehicles may be better suited for 
this purpose. 
D. GERAINT JAMES 
London, N.W.3. J. PEPYS. 


ATHEROSCLEROSIS AND VITAMIN B,, 


Sir,—Oliver and Boyd’s! emphasis on the part 
played by the hormones in atherosclerosis, and the more 
recent address by Morris,? tending to discount dietary 
fat as the main cause, have prompted me to describe, 
perhaps prematurely, my own findings with vitamin B,,. 
(cyanocobalamin). 

It had already been noted that, after a variable lag 
period, both vitamin B,,° and liver * appear not only to 
desensitise the allergic, but also to cause, in the presence 
of secondary infection, an increase in membrane per- 
meability.2 At about the same time, it was also observed 
that 8 of my patients, who were all suffering from obvious 
atherosclerosis, and who had all been given vitamin B,,. 
as a tonic (50 ug. orally thrice daily), were all signi- 
ficantly and obviously worse, again after a lag period of 
similar duration—4-21 days. 

As a control, a further group of 6 patients also suffering 
from obvious atherosclerosis, and of a similar age-group, 
were then maintained on control tablets over a period of one 
month. During this time, they were kept under close observa- 
tion: 2 appeared to improve, 3 showed no change, and 1 
showed some deterioration—i.e., increased dyspnea. There 
was no severe clinical deterioration, such as the onset of 
angina pectoris, intermittent claudication, or “ rest’’ pain, 
as occurred in the group treated with vitamin B,,. 


After due consideration of these findings, it was 
decided that all patients suffering from atherosclerosis, 
should be treated as follows : 


(1) A lactovegetarian diet was strongly advised, emphasis 
being placed upon the necessity for increasing the patient's 
intake of vegetable protein and upon the need for as large a 
variety of cereals, vegetables, and fruits as possible. Milk 
intake was limited to one pint per day for all purposes and 
all other casein-containing milk products, especially cheese, 
were excluded. Animal fats were permitted and a timely 
warning against possible weight gain was given. If there was 
any risk of congestive failure, egg albumin (the yolk being 
excluded) was recommended as an added source of animal 
protein. 

(2) The patient was given orally 50 mg. of ascorbic acid 
four times daily. 


During the past three years, 33 patients have been 
treated by this method. 29 have shown a significant 
improvement in symptoms and signs; thus, after a 
period of three to four weeks, they could walk further 
and faster and their legs, if cold initially, regained their 
normal skin-temperature. 


During these three years, 12 patients failed to maintain 
their diet and all 12 relapsed: 7 resumed the diet and have 
since improved again; 1 refused to maintain the diet and 
has since died of congestive failure and the other 4 of this 


group have only recently resumed their diet. 


1. Oliver, M. F., Boyd, G. 8. Lancet, 1956, ii, 1273. 
2. Morris, J. N. See Ibid, Feb. 23, 1957, p. 410. 

3. Annand, J. C. Practitioner, 1955, 175, 725. 

4. Moll, H. M. Brit. med. J. 1932, i, 976. 
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The remaining 4 patients maintained the diet for a short 
period only; 1 has died of coronary thrombosis, 2 have 
survived a second coronary thrombosis, and 1 has had a 
cerebral thrombosis. 

A patient, who had had a bilateral lumbar sympathectomy 
for endarteritis obliterans, and who also suffered from angina 
of effort, admitted only slight increase of painless walking 
distance, in spite of strict adherence to the diet. Later he 
resumed normal diet and survived a coronary thrombosis 
three weeks later. 

A correlation between intake of animal protein and 
atherosclerosis does appear to exist. Thus, the people 
of Italy > and the Bantu of South Africa,* who both 
consume a diet low in animal protein, and also vege- 
tarians 7° per se, are all relatively free from athero- 


sclerosis. On the other hand, there is the apparent 
contradiction that the meat-eating Eskimo does not 


develop atherosclerosis. The comparison is not a true 
one, however, since the uncivilised Eskimo eats no fruit 
or vegetables and little or no fat (used for heating or 
lighting purposes) and consumes his meat entirely raw, 
thereby obtaining the advantage of all of its vitamin 
content. At the same time, he, unlike the European, 
is subjected to long spells of near or complete starva- 
tion, a condition which has been found to double the 
urinary excretion rate of vitamin B,,, but not that of 
folic acid or of the citrovorum factor.!®° Moreover, unlike 
the civilised Eskimo, who cooks his meat, he never 
gets scurvy, in spite of the complete absence of fruit or 
vegetables.® 

The following points also appear to be significant : 

(a) The urinary excretion rate of vitamin B,, has been 
found to diminish with advancing years," whilst the serum- 
cholesterol level, which vitamin B,, appears to control,!* }° 
seems to increase concurrently.'4 

(6) Both vitamin B,,* and animal 
devitaminised) have been found to 
permeability. 

(c) Finally, both reduced glutathione 17 '* (which vitamin 
B,, appears to maintain catalytically in the reduced state '*) 
and vitamin B,, block the action of the glucocorticoids in 
both the animal? and the human* thereby possibly 
permitting the opposing action of the mineralocorticoids. 


protein 151° (not 
increase membrane 


To summarise, some circumstantial evidence, derived 
mainly from clinical observation and partly from pub- 
lished work, suggests that, after a variable lag period, 
vitamin B,, makes the symptoms and signs of patients 
with atherosclerosis much worse. The existence of this 
lag period has made it difficult to prove cause and effect 
and medical ethics forbids a deliberate trial. But a diet 
low in vitamin B,,, again after a lag period of three to 
four weeks, did appear to be of significant value in this 
limited series. 


Dundee. J. C. ANNAND. 
5. Keys, A., Fidanza, F., Scardi, V., Bergami, G., Keys, M. H., 
Di Lorenzo, F. Arch. intern. Med, 1954, 93, 328. 
6. Bronte-Stewart, B., Keys, A., Brock, J. F. Lancet, 1955, ii, 
1103. 
7. Hardinge, M. G., Stare, F. J. J. clin. Nutr. 1954, 2, 83. 





8. Donath, W. F.. ee R. A. 
H. C. 


van der t nD, van Eysbergen, 
C., de Wijn, J. F. 4 


Voeding, 1953, 


9. Thomas, W. A. J. Amer. med. Ass. 1927, 8 a heen. 
10. yg r, U. D., Sarett, H. P. Proc. Soc. exp. Biol., N.Y. 1951 
» O37. 
11. Watkin, D. M., Lang, C. A., Chow, B. F., Shock, N. W. J. Nuér. 
1953, 50, 341. 
12. Ling, C. T.. Chow, B. F. J. biol. Chem. 1954, 206, 797. 
Register, U. D. Ibid, p. 705. 
Keys, A., Mickelson, O., Miller, E. V. O., Hayes, E. R., Todd, 
R. L. J. clin. Invest. 1950, 29, 1347. 
15. Wilhe ~ C. M., Gunderson, D. E., Shaput, D., McCarthy, 
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16. Wilhe ce C. M., Milani, D. P., Racher, E. M., McCarthy, H. H. 
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CHRONIC BRONCHITIS AND SMOKING 


Srr,—I am inclined to agree with Dr. J. P. Anderson 
(March 30) that it was surprising that more mention was 
not made of cigarette-smoking in the course of the 
N.A.P.T. Symposium on Chronic Bronchitis held last 
December. The N.A.P.T. invites speakers to give their 
personal opinions at such gatherings, and does not put 
words into their mouths. 

The N.A.P.T. leaflet ‘‘ Bronchitis ’’ is designed to give 
advice, in a persuasive manner, to those who need it. 
There is no need to urge the non-smoker to abandon 
cigarettes. Only those who enjoy smoking have to be 
persuaded that it is in the interests of their health to 
give up what is, to them, a source of pleasure. We shall 
be more successful in our propaganda if we admit that, 
to those who smoke cigarettes, smoking is an enjoyable 
habit. 

The N.A.P.T. Bulletin for December, 1956, contains 
a statement by the N.A.P.T. council on smoking and 
lung cancer, and a memorandum of scientific evidence 
in support of the views expressed with which I am sure 
Dr. Anderson would fully agree. This can leave no-one 
in doubt about the attitude of the N.A.P.T. towards 
the dangers of cigarette smoking. 

National Association f r the 

Preventii n «f Tubercul sis, 

Tavistock Huse Nu rth, 


Tavistock Square, 
London, W.C.1. 


ETIOLOGY OF PRE-ECLAMPSIA 

Srr,—During recent years, Mr. Sophian has written 
extensively about his theory of a uterorenal reflex as a 
cause of pre-eclampsia. He has claimed additional points, 
including our own studies,! ? which he believes confirm 
his theory. The majority of these claims have passed 
completely unchallenged and hence it may have been 
assumed, particularly abroad, that many obstetricians 
accept Mr. Sophian’s views. For this reason I should like 
to review briefly the essential arguments that have been 
advanced to support the theory of a uterorenal reflex 
It may then be clear why, to many, they appear 
unconvincing. 

A primary stimulus is presumed to arise from the myo- 
metrium as a result of the uterus adapting to its contents 
and producing thereby ‘* increased myometrial tension,’ 
or alternatively ‘‘ myometrial resistance to stretch.” 
Proof of increased tension can be derived, according to Mr. 
Sophian, from (a) biochemical studies and (b) tocometric 
tracings. However, it is not yet finally established that 
such methods do provide an efficient index of myometrial 
tension. Furthermore, results obtained by using such 
measures have not confirmed a consistent increase in 
myometrial tension in cases of pre-eclampsia. Surely this 
initial criterion must be satisfied before assuming that 
myometrial tension is even associated with, let alone is 
the cause of, pre-eclampsia. 

Mr. Sophian also claims that intra-uterine pressure has 
little relationship to myometrial tension, but, once again, 
this is open to serious dispute. This further assumption 
allows him to explain away why there is no consistent 
association between raised intra-uterine pressure, as in 
twins, acute hydramnios, pregnancy in a rudimentary 
horn, and pre-eclampsia. 

The -kidney is thought to respond to this uterine 
stimulus in a way closely resembling that described 
originally by Trueta et al.* in animal experiments and it 
is this renal reaction that finally fires off the syndrome 
that is recognised as pre-eclampsia. The extent of this 
reaction is said to be governed by the ‘‘ responsiveness *’ 
of the kidney. This again conveniently allows Mr. Sophian 
to postulate that the renal response is often not propor- 


HARLEY WILLIAMS 
Secretary -General. 


1. Morris, N., Osborn, 8. B., Payling Wright, H. Lancet, 1955, i, 323. 
2. Morris, N., Osborn, S. B., Payling Wright. H. Jbid, 1956, ii, 481. 
3. —, J. Barclay, A. E., Daniel, P. M., Franklin, K. J., Prichard, 


‘'L. Studies of the Renal Circulation, Oxford, 1947. 
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tional to the uterine stimulus. This kidney reaction is 
completely incapable of reliable assessment, at least by 
measures so far at our disposal. 


Essentially, therefore, Mr. Sophian postulates a cause 


(increased myometrial tension) for which there is at 
present absolutely no reliable evidence and an effect 
(renal shunt) which cannot even be measured. 

Animal experiments * do suggest that experimentally a 
form of uterorenal reflex can be established. There is no 
evidence that this in turn establishes a clinical picture 
comparable to pre-eclampsia. 

Severe concealed accidental hemorrhage is often 
associated with extensive renal damage. This reaction 
would therefore suggest a clear-cut uterorenal association 
in this condition. Furthermore, the kidney changes bear 
some resemblance to those described by Trueta. However, 
it is not yet clear whether these are the result of a reflex 
or of the liberation of a toxic substance from the utero- 
placental site. The suggestion by Page and Glendening °® 
that there could be a sudden liberation of serotonin or a 
similar substance seems a distinct possibility. Few 
clinicians will find it possible to accept that the patho- 
logical changes in pre-eclampsia and concealed accidental 
hemorrhage are the same, and only differ in matter of 
degree. 

Finally, Mr. Sophian explains away pre-eclampsia 
occurring in association with a late extra-uterine preg- 
nancy by claiming that ‘‘ blood and certain other sub- 
stances spilled on the peritoneum can provoke a renal 
shutdown.”’ This is indeed a bitter pill to stomach. Why 
then does not pre-eclampsia occur in association with a 
ruptured ectopic gestation or corpus luteum, hemorrhage 
from an ovarian cyst, or any condition causing peritonitis 
or peritoneal irritation in pregnancy ? 

I am sure that Mr. Sophian will conjure up a further 
hatful of ingenious explanations, but until he provides 
reliable direct evidence in support of all the claims he 
makes, I shall continue to regard his theory as com- 
pounded of a mixture of assumptions and exceptions. 

Postgraduate Medical School of London, 


Hammersmith Hospital, 


London, W.12. NorRMAN MorRIs. 


BURNS AND SCALDS 


Srr,—The time is surely overdue for Professor Wardill 
and his colleagues in Baghdad to publish a full description 
of their method of treating burns. Baghdad is admit- 
tedly only a few hours distant by air, but few of us have 
the financial resources to accept their invitation to see 
for ourselves. The meagre details so far available excite 
intense curiosity, and their curt dismissal (March 16, 
p. 588) of Mr. Watson and Mr. McLaugbhlin’s well- 
reasoned letter ® with a hypothetical Shakespearean 
quotation heightens the mystery. 

Professor Wells? has attested that granulations of an 
unusual quality are produced. But now we learn—and 
here is the hub of the mystery—that only 1 case in 80 
bas been grafted. This immediately suggests that the 
remaining 79 were superficial burns. Why then the 
eriphasis on the production of granulations ? 

Granulations, as we understand the term, form only 
after full-thickness destruction of skin. If ungrafted, 
they can heal only by ingrowth of marginal epithelium, 
a lengthy process accompanied by scarring and contrac- 
ture. It seems unthinkable that this should be what 
Professor Wardill advocates. Perhaps the explanation 
lies in the word “‘ granulations.’’ Are those of Baghdad 
merely the surface appearance which results when super- 
ficial burns are treated by exposure in a tropical climate ? 
Or is there an element of mid-oriental magic involved ? 


4. Franklin, K. J., Winstone, N. E. J. Obstet. Gynec. Brit. Emp. 
1955, 62, 29. 

. Page, E. W., Glendening, M. E. Obstet. Gynec. 1955, 5, 781. 

. Watson, J., McLaughlin, C. R. Lancet, 1956, ii, 685. 

. Wells, C. Ibid, p, 577. 
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Professor Wells’s enthusiastic letter on this method of 
treatment and the recent visit of his colleague, Mr. J. H. 
Johnston, to study the technique have provided excellent 
advance publicity, and we hope that Professor Wardill 
will not long delay a fully detailed exposition. 
Tuomas GIBsoNn 
Glasgow Royal Infirmary. Tan A. McGREGOR. 


THE Rh BLOOD-GROUPS 

Sitr,—The letters of Dr. Nicholas (March 2) and 
Dr. Sheppard (Jan. 26) cannot be allowed to stand 
unchallenged. 

Dr. Nicholas now writes: ‘‘ I did not say that the use 
of * most likely genotypes ’ leads to paradoxes—far from 
it.’ But ‘‘ most likely genotypes ’’ does lead to para- 
doxes, as I have shown, because it sets an unnecessary 
trap, and when there is a trap somebody falls into it. 
Why use ‘“‘ most likely genotypes’ at all when you can 
use separate designations for phenotypes and genotypes ? 
In fact, there is a tendency among C-D-E protagonists 
to drop the phrase ‘‘ most likely’’ and to speak of 
‘* genotyping ’’ when all that is really done is Rh-Hr 
phenotyping. I have already pointed out how Buchanan 
fell into the trap, and now Renton and Hancock? 
provide another example. 


They have written an entire article describing what they 
consider to be a new variant of factor Rho, and which in 
contrast to factor Rho renders blood-cells more agglutinable 
by anti-Rho sera. What they may actually be dealing with is 
probably a gene dosage effect. Thus, their findings are readily 
explained if one assumes that the highly reactive bloods 
which they designate as CDe/cde and cDE/cde are really 
CDe/cDe and cDE/cDe, respectively. In Renton and 
Hancock’s paper, significantly, the phrase ‘‘ most likely ”’ 
has been dropped, just as in Race and Sanger’s book. If 
separate phenotype and genotype symbols had been used, as 
in the Rh-Hr nomenclature, this blunder would not have 
been made. 


Dr. Sheppard accuses me of not understanding the 
C-D-E notations, while Dr. Nicholas charges me with 
being inconsistent. They are both probably correct. 
In fact, how can anyone understand or be consistent when 
discussing a subject matter like the C-D-E notations, 
which are inherently illogical, inconsistent, and self- 
contradictory ? For example, will Dr. Nicholas kindly 
resolve the following contradictions which puzzle me : 


1. In place of the Rh-Hr symbol Rh,rh, I have seen the 
following C-D-E symbols used: C+D-+E-c+, CDe/cde, 
CeDe, CceDee, CDe/c, DCe/c, CDeF/edef, or as Ford has 
suggested, C(A+B-+-), D(A+), E(A-B+). Which of these 
is the “‘ official ’’ designation, or have I failed to include the 
** correct ’’ one in this list ? 

2. Blood-cells lacking both factors of the pairs rh’-hr’ and 
rh’-hr” are attributed to gene deletions (—D-—/—D-), but 
blood lacking both factors of the pair S—s are ascribed to a 
special allele S“. This raises the question, how does one 
decide when to postulate a “ deletion ’’ ? 

3. One argument raised by C-D-E protagonists against 
using symbols like R'R? is that such symbols are difficult to 
understand. Yet R,R, is used by them as a short symbol 
for CDe/cDE. Please explain on what basis R,R, becomes 
related to CDe/cDE, and why R,R, is more intelligible than 
RiR? ? 

4. On pp. 129-130 of the 2nd edition of Race and Sanger’s 
book? appears: “ The finding of the remaining antibody, 

-anti-d, was first reported by Diamond in 1946. Two further 
examples were reported by Hill and Haberman. . . . Thus the 
theory of Fisher has been confirmed in all its predictions.’’— 
But on p. 181 these authors write about the Hill and Haberman 
report: ‘‘ Now that anti-f is commonly found in anti-c sera 
we feel doubtful about the identity of these two examples of 
anti-d.’’ Please reconcile these two contradictory statements 
in Race and Sanger’s book. 

5. The supposed gene arrangement DCE was based on the 
statistical test R°=r’+r’+R*. Race and Sanger now admit 


1. Renton, P. H., Hancock, J. A. Brit. J. Hamat. 1956, 2, 295. 
2. Race, R. R., Sanger, R. Blood Groups in Man. Oxford, 1954. 
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(p. 170) that “ it is possible to pick results strikingly in favour 
of the cross-over idea—and strikingly against it’’ [italics 
mine]. How then can one justify the position of Race who 
continues to speak of the gene order DCE ? 

6. Since, as Race and Sanger admit (p. 171), “‘ It does not 
seem unfair to say that anthropological results have been 
inconclusive,’’ they have abandoned the cross-over hypo- 
thesis and now postulate ‘‘ completely linked genes’’ or 
‘‘ pseudoalleles.”’ If there is no crossing-over and no 
‘ deletions,””’ how does one determine the order DCEF ? 
Also, what is the difference between a completely linked set of 
genes and a unit gene? And what exactly is the difference 
between the concept of complete linkage and Wiener’s theory 


of multiple alleles ? 
7. When calculating gene frequencies, Fisher and Race 
use the complex maximum likelihood method in order to 
achieve an increase in accuracy affecting the third or fourth 
significant figure, but at the same time they use “‘ most likely 
genotypes ’’’ which entail errors as high as 15%. Please 
explain this inconsistency. 

8. Symbols like anti-D+D", anti-C+C*, and anti-A+B 
are used by C-D-E protagonists to designate antisera sup- 
posedly containing “ linked ’’ antibodies. Please explain how 
one decides whether one is dealing with “ linked ’’ antibodies 
or a single cross-reacting antibody. Also please explain how 
one knows whether the symbol represents ** linked ’’ antibodies 
or a polyvalent serum like anti-C-+-D and anti-D+E. 


In closing I should like to emphasise again that the 
basic fallacy in the C-D-E notations is the failure to 
recognise the distinction between a blood factor and an 
agglutinogen *—a concept as fundamental for blood- 
group serology as Newton’s laws of motion are for 
mechanics. Unless this concept is understood, no 
worker may expect to master completely the science of 
blood-grouping. 

It is time to stop teaching this C-D-E nonsense, and 
to teach the Rh-Hr nomenclature exclusively. But, as 
shown by the letters of Dr. Nicholas and Dr. Sheppard, 
it is far more difficult and painful to unlearn something 
which is wrong than to learn a subject correctly in the 
first place. 

Brooklyn, New York, U.S.A. A. 8. WIENER. 

THE STAPHYLOCOCCUS PLAGUE 

Srr,—In your leader last week you say that the heart 
of the problem is the presence of nasal carriers of anti- 
biotic-resistant staphylococci, and that this is due to 
uncritical use of antibiotics in hospitals. 

If this thesis was true, swabbing all personnel and 
treatment of proved carriers with effective anti-staphylo- 
coccal agents would surely abate the plague. In practice, 
these measures, though helpful, are not a cure. 

Antibiotic-resistant staphylococci enter a hospital in 
the body and fomites of a patient. Thence they are 
disseminated by handkerchiefs, discarded dressings, the 
fingers of attendants, discarded clothing and personal 
effects, and coughs, sneezes, and discharges. Staphylo- 
cocci are very hardy organisms, and can survive unharmed 
for long periods in room dust, in the interior of pillows 
and mattresses, in blankets, and in patients’ personal 
belongings kept in bedside lockers. Because the sensitive 
strains of staphylococci have succumbed to the treatment 
of the patients with antibiotics, only insensitive strains 
survive ; and these insensitive strains populate the foci 
detailed above. 

The provision of an air-conditioned room is excellent 
advice: would that it could be implemented! The 
brutal realities of the situation, however, reveal that much 
less expensive improvements are cancelled merely on the 
grounds ‘of cost. 

For instance, the provision of effective masks and sterile 
gowns for all nurses in the wards, and the provision of thin 
rubber gloves for all nurses handling infective material (e.g., 
bedpans, the bottoms of infants with gastro-enteritis, soiled 


3. Wiener, A. 8., Wexler, I. B. Bact. Rev. 1952, 16, 69. 
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napkins, soiled dressings, soiled linen, and soiled handker- 
chiefs, to mention only a few examples) is too expensive. 

The provision of covered bins for the bedside disposal of 
dressings ; the routine treatment of pillows with moist gaseous 
formalin in the hospital steriliser (or the use of a ‘ Sparkhall ’) ; 
the routine treatment of mattresses with formalin in the 
hospital steriliser (or the use of a sparkhall); the treatment 
of blankets by washing in ‘ Lissapol’ followed by soaking in 
‘ Fixanol’; and the anchoring of bacteria-laden dust particles 
on the floors, &c., of wards; all these simple, effective and 
relatively inexpensive measures are neglected. The reason 
given is that these measures add to the cost of hospital 
administration. 


Actually one of the most expensive items in a hospital 
budget is the drug bill. Antibiotics are the expensive 
items. A small sum spent on banishing resistant staphylo- 
coeci from the bedding and dust of hospital wards would 
be more than repaid in the saving in antibiotics that 
would follow. Administrators cannot see this. 

> FRANK MARSH. 


THE RECOGNITION OF HA.MOGLOBINS A, AND E 

Sir,—There are now known two pairs of hemoglobins 
with identical electrophoretic properties: sickle-cell 
hemoglobin (hemoglobin §) and hemoglobin D, and 
hemoglobins E and A,. A survey of a population for the 
distribution of hemoglobin variants merely by electro- 
phoresis of blood specimens will therefore fail to 
differentiate between 8S and D and between E and A, 
respectively. 

In the case of 8 and D, differences in the solubility of 
the ferrohzemoglobin allow a separation. Haemoglobin D 
does not cause the sickling phenomenon when red cells 
are deoxygenated in vitro, and the routine test for 
solubility of reduced hemoglobin in 2-24 M phosphate 
buffer devised by Itano! easily establishes whether 5S 
or D is present. 

Hemoglobin A, is found in small amounts in normal people, 
but its proportion is raised in thalassemia.* Although the 
techniques usually used to demonstrate hemoglobin A, are 
open-boundary and zone electrophoresis, raised amounts can 
certainly be recognised by routine paper electrophoresis * 4 
(see accompanying figure). Even normal amounts can be 
demonstrated by paper electrophoresis when thick paper is 
used, and when large amounts of hemoglobin are applied to 
the starting line. If small amounts fail even then to be visible 
on the unstained paper, they can be made visible by staining 


1. Itano, H. A. Arch. Biochem. 1953, 47, 148. 
2. Kunkle, H. G., Wallenius, G. Science, 1955, 122, 288. 
3. White, J. C., Beavan, G. H., Ellis, M. Jn Paper Electrophoresis. 
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4. Crowley, M. F., MeSorley, J. G. A., Aksoy, M., Lehmann, H. 
Vor Sanguinis, 1957, New Series, 2, 53. 
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Filter-paper electrophoresis of h rd freed from stroma 
by washing of red cells, lysis, shaking with toluol, and centrifugation. 
Whatman filter-paper no. 3 for chromatography was used. The 
hzmoglobin has not been stained, and (from left to right) is from a 
normal individual (35 °.A,), from a thalassemic (5°, F and 9% A,), 
and from an Eti Turk with hemoglobins A and E (no. F, 40% E). 
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with a protein dye. There is therefore a possibility of mistak- 
ng the electrophoretic pattern of the hemoglobin from a 
thalassemic for that of hemoglobin-AE heterozygote. 

We should like to point out that there seems to be a rule 
according to which the proportion of E in a heterozygote for 
hemoglobins A and E does not fall below 20%, and that the 
proportion of A, in thalassemia does not rise above 15%. This 
rule is fairly general, though we have seen one exception. If 
this differentiation is adhered to, serious errors will be avoided 
in mass surveys. In individual cases other features charac- 
teristic for thalassemia can of course be sought for to establish 
the diagnosis. 

Some of our surveys for hemoglobin E were carried 
out before Kunkel’s A, phenomenon had been fully 
appreciated. We have therefore reviewed our previous 
surveys of populations in which the genes both for 
thalassemia and for hemoglobin E are found, and by 
taking due account of this rule we have come to the 
conclusion that we have no reason to correct former 
reports on the incidence of hemoglobin E either in 
isolated instances in Turkey or in larger numbers in 
South-East Asia. 

We want to thank Dr. H. G. Kunkel, of the Rockefeller 
Institute for Medical Research, New York, for advice and 
discussion and for confirming our results when we measured 
A, either directly following elution from starch after zone 
electrophoresis or indirectly following elution of protein dye 
from the stained paper after paper electrophoresis. 

Beyoglu Iik Yardim, Hastahanesi, 

Beyoglu, Istanbul, Turkey. 
St. Bartholomew’s Hospital, 
London, E.C.1. 
University of Indonesia, 
Djakarta, Indonesia. 


M. AKSoyY. 
H. LEHMANN. 


Lir-InJo Luan ENG. 


GASTRO-ENTERITIS IN UGANDA 

Sir,—Your annotation on my paper! is quite correct 
in pointing out that simple clinical pathological tests can 
never be a complete substitute for more advanced 
bacteriology in this disease. This particular study was, 
in fact, limited to ascertaining what information could be 
obtained from stool microscopy, and attempted to corre- 
late this with the result of treatment and with such 
bacteriology as was then available to us. It must be 
remembered, of course, that for a long time to come 
most tropical hospitals will not be able to carry out more 
than the simplest bacteriology and many can do none 
at all. 

Following on this, a further study was undertaken by 
Dr. A. M. M. Wilson and myself in which more detailed 
bacteriology was carried out and which does, in fact, set 
out to answer the points you raise concerning the effi- 
ciency of rectal swabs, the value of direct ward plating 
of swabs, and the use of carrier media in transportation 
to laboratories. The results of this study, shortly to be 
published,? confirm the scarcity of Escherichia coli 
serotypes, which you suggest, and the preponderance of 
shigella infections. 


The Hospital for Sick Children, 
1 


London, W.C.1. J. LUDER. 


GOVERNMENT AND PROFESSION 

Srmr,— Your leading article of March 30 is by far the 
most important statement that has been made on the 
present regrettable state of British medical politics ; it 
should be carefully studied by general practitioners, 
consultants, Ministry officials, Members of Parliament 
and, above all, by the leaders of the British Medical 
Association. 

You, Sir, expose clearly and objectively the absurdity 
of the threats of a doctor’s strike (for temporary with- 
drawal is a strike) and you show how much we as a 
profession will lose by aping the methods of industrial 
trade unions. 


1. Luder, J. J. trop. Pediat. 1956, 2, 115. 
2. Wilson, A. M. M., Luder, J. Jbid (in the press). 
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It is beyond doubt that a good case can be made for the 
improvement of doctors’ working conditions in the 
Health Service. We can best establish this case by a sen- 
sible and reasoned propaganda in the press and Parliament 
and by coéperation with the Government of the day—in 
other words, by the methods of an enlightened democracy. 


Leith Hospital, 


Edinburgh, 6. CHALMERS H. Davipson. 


Parliament 


THE ROYAL COMMISSION’S TERMS OF 
REFERENCE 

On April 4 Lord Moran asked the Government 
whether they were satisfied that the terms of reference 
of the Royal Commission on the professional remunera- 
tion of doctors and dentists in the National Health 
Service would provide the necessary basis for a full 
examination of this problem. 


SPENS PAST AND FUTURE 

He recalled that in the early days of the National 
Health Service the two Spens Committees were appointed 
by the Government to deal with the remuneration of 
general practitioners and consultants respectively. Sum- 
marising Ministerial statements on the recommendations 
of these committees he reminded Noble Lords how in 
July, 1946, the permanent secretary to the Ministry of 
Health wrote to the British Medical Association : ‘‘ The 
Minister fully accepts the substance of the recommenda- 
tions.’ Three years later, in January, 1949, the parlia- 
mentary secretary to the Ministry said in the House of 
Commons that the remuneration of general practitioners 
would be adjusted to give effect to the Spens recom- 
mendations. In May, 1950, the permanent secretary to 
the Ministry wrote a letter saying: ‘‘ The Minister agrees 
that the Spens Report remains the basis of the remunera- 
tion of general medical practitioners until such time as 
after the usual consultations some other basis is 
substituted.” 

As a member of one of the Spens Committees Lord 
Moran could testify that the recommendations were 
then interpreted in the same way both by the Govern- 
ment and by the doctors. Yet Lord Salisbury, in announc- 
ing the Royal Commission, said that the interpretation 
put upon the Spens reports by the profession could not 
be accepted by the Government. The Government 
appeared to have first expressed doubts about the inter- 
pretation of Spens when a Judge of the High Court, 
Mr. Justice Danckwerts, awarded the general practi- 
tioners £40 million in 1952. From that day until now 
the Government had been anxious to get rid of Spens. 
Mr. Attlee’s Government, Lord Moran continued, might 
have been ill-advised to accept these recommendations ; 
but the fact remained that they did accept them, and 
that it was upon that acceptance that many doctors 
entered the health service. In these circumstances he 
thought Noble Lords might feel that these recommenda- 
tions could not be thrown on the dust-heap because 
they had proved inconvenient. 

If the Royal Commission interpreted their terms of 
reference so that they were not required to pay regard 
to what had happened in the past, and dealt merely 
With future scales, then in his view they were wasting 
their time; they would not allay the discontent among 
the doctors, nor would they provide a lasting solution 
of this question of remuneration. He pressed the Govern- 
ment to say whether the Royal Commission would or 
would not take into account the Spens reports. 

When the doctors went into the service they under- 
stood clearly that the cost of living would be taken 
into account when their pay was reviewed from time 
to time. Nevertheless, Lord Moran trusted that the 
doctors would not try to bind the Government to a 
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literal interpretation of Spens in perpetuity. He admitted 
that this provision would excite the wrath of a section 
of the medical profession, but if there was to be a settle- 
ment satisfactory to the Government and to the doctors, 
there must be give-and-take on both sides. If the doctors 
were to give up the literal interpretation of Spens— 
namely, that every rise in the cost of living would be met 
by a rise in their salaries—then they were surely entitled 
to some quid-pro-quo. What was needed even more 
than a rise in pay was some reformation of the arbitration 
machinery. At present, a dispute between the consultants 
and the Government was referred to Whitley Council B. 
This consisted of two halves, the doctors and the officials 
of the Ministry ; and only if they agreed, could a dispute 
go to arbitration. But in all matters of substance they 
never did agree. The Government saw to that. The 
result was that the consultants generally had lost con- 
fidence in this machinery. What would they accept 
in its place? A _ special advisory committee lately 
appointed by the Prime Minister to supervise the pay 
of the higher ranks of the Civil Service was precisely 
what the specialists needed. 


AWARDS AND MERIT 


Turning from the future and its possibilities to the 
present and the Royal Commission, Lord Moran suggested 
that it was inconsistent of the Government to press every 
section of the community to go to arbitration except 
the doctors. Could Noble Lords imagine the Minister of 
Labour facing the shipping and engineering industries, 
when they are asking for a rise in wages, and fobbing 
them off with a Royal Commission ? The doctors felt 
that they were being treated differently because they 
had no political power; and that produced bitterness. 
Nor were the doctors better disposed to the idea of a 
Royal Commission when, on Feb. 20, the Minister said 
to the representatives of the Negotiating Committee 
that if the Royal Commission found in the profession’s 
favour, and if the economic situation of the country 
remained the same, it by no means followed that any- 
thing would happen. Apparently, the findings of this 
Royal Commission were to be taken seriously only if they 
were in the Government’s favour. 

But what really aggrieved the doctors were the terms 
of reference. Royal Commissions were generally free 
to gather information wherever they could find it. 
‘** All relevant factors ’’ was almost a cliché in the circles 
that dealt with Royal Commissions. But what had 
happened to this Royal Commission ? It was the Govern- 
ment who directed what the Commission might and 
might not consider. It was the Government, not the 
Commission, who decided the considerations that bore 
on the remuneration of doctors. And these considera- 
tions boiled down to a specific comparison with other 
professions. He had no doubt that the Royal Commission 
could compare the incomes of members of various 
professions. But the hours of work differed completely : 
the doctor was at the beck and call of the public at any 
minute in the twenty-four hours. The length of the train- 
ing varied between one profession and another. The 
responsibilities were not comparable. But most 
important of all, these terms of reference had been so 
drawn up that they limited discussion ; they excluded 
points which were greatly in the doctors’ favour, and 
prevented them from bringing forward their case pro- 
perly. He was sure that that was not the intention of the 
Government, but that was how it was going to work. 

The doctors did not expect much good to come out 
of this Royal Commission. Lord Moran himself was 
concerned that harm did not come from it. He was 
thinking, in particular, of the ‘‘ merit awards.’’ These 


awards were brought in at the beginning of the service 
as an incentive, for it was seen that by going into a 
service the doctors would lose the competitive stimulus. 
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At first the idea met with some suspicion in the profession 
It was felt that the London medical schools might 
swallow them all up, and that the consultants in remote 
parts might be forgotten. But there could be no doubt 
that at the moment the system enjoyed the confidence of 
the great majority of the consultants, and that they 
would be most aggrieved if anything happened to these 
merit awards. Would the Royal Commission, he asked, 
go into details of this kind ? 


CHANGING MINISTERS 

But the dispute went deeper and was more funda- 
mental than any question of finance. It was a symptom 
of a good deal of unrest in the service. When medicine 
was nationalised, it was carried over the heads of the 
doctors by the politicians. The minority which supported 
the National Health Service Act and tried to work for 
its good had hoped that the doctors would be won over 
by an enlightened policy. It had worked out otherwise. 
It had been heartbreaking to see the bungling and mis- 
handling of the human element. Successive administra- 
tions had been more concerned with the cost of the 
service than with putting their minds to making it 
work. While we boasted of our Welfare State, we 
banished the Ministry of Health from Whitehall and 
dropped the Minister of Health from the Cabinet. In 
the past seven years, we had had six different Ministers ; 
since Mr. Neville Chamberlain’s time, we had had sixteen. 
The average life of a minister was twenty months ; 
nine had served for less than a year. Lord Moran had 
the impression that if they had stayed a little longer they 
might have caught a glimmering of what it was all about. 

The faults, he admitted, were not all on one side. 
Some of the doctors were uncodperative. Many had 
spent half a lifetime working as their own masters, 
and they were not likely to be reconciled in their life- 
time completely and fully to the different conditions 
that obtained in a service. Nor did it help that in some 
regions they were treated as employees, instead of being 
called in as partners in a great enterprise. It was from the 
fringe of this section of disgruntled doctors that appeals 
came from time to time for a rise in remuneration— 
appeals which were in themselves just, but which were not 
always made at the most expedient time. From the same 
section came threats of violent action. But many doctors 
were completely out of sympathy with violent measures 
of that kind. They felt, and Lord Moran shared their 
feeling, that they must look to public opinion for justice. 
He advised the new Minister to leave his desk and go 
out into every part of the land, making friends every- 
where with the doctors. Then, and only then, would the 
country get some value for the immense sums it was 
spending on the health service. 


SUPPORT FROM THE PEERS 

Viscount ALEXANDER OF HILLSBOROUGH believed 
that the service of the medical profession within the 
N.H.S. had steadily expanded and improved at every 
point, and that the effect upon the health of the nation 
had been magnificent. In these circumstances, it seemed 
to him that it was incumbent on the House to urge the 
Government to amend the terms of reference of the 
Royal Commission. The Commission should not be 
hamstrung by the tags in the terms of reference which 
prevented them from looking at the matter with the 
wide, broad outlook that surely ought to be adopted if 
they were to deal with the grievance of the profession 
as it existed today. Since the Danckwerts judgment in 
1952, the medical profession as a whole had taken no real 
steps to ask for a steady annual review of their remunera- 
tion. Only in the past two years had they drawn attention 
to rising costs, and they had had little sympathetic 
consideration of those claims. 

Now that the N.H.S. had been running for almost ten 
years, Lord AMULREE considered that it would have 
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been timely to set up a committee of inquiry, not because 
he thought the service fundamentally unsound or wrong 
but because, when a great experiment had been running 
for ten years, it was due to those engaged in it to take stock. 
Instead the Government had set up a Royal Commission 
only on the payment of doctors. That would leave a 
great deal undone. But even under its present terms 
of reference he hoped that the Commission would deal 
with methods as well as rates of remuneration. He 
would, for instance, like to see some change in the way 
of paying general practitioners. Unlike the consultants 
they had no merit awards. The only way for the G.P. 
to make more money was to take on more patients than 
he could properly cope with. 

Lord HapEN-GUEsT pointed out that though a doctor 
wanted an adequate income he was not primarily con- 
cerned with making money. He went into his profession 
because he wanted to do that work. But the amount 
of money which he could earn in any form of practice 
or in any medical appointment might be much less 
than would be earned in ordinary business. 

Earl Jowitr hoped that the doctors would abandon 
any idea of what was called a “‘ strike.’”’ On the other 
hand, if there was to be arbitration, or its equivalent, 
each side had a right to make its claim and put forward 
its case. At present the doctors thought that the terms 
of reference did not give the arbitrators enough freedom. 
They might be right or wrong, but he felt that they had 
some reason for thinking so. If one compared these 
terms of reference with those of the Spens Committee, 
one could not but be impressed with the difference 
between the two. If there was to be arbitration, we 
should start by having the doctors reasonably satisfied 
with the terms of reference. If they were not, then they 
were not really being given the benefit of arbitration. 
Where the terms of a remit were found inadequate to 
embrace the whole dispute they might be enlarged. 
That should not be done by letters but regularly, by 
enlarging the terms of the remit and putting the whole 
matter before the arbitration tribunal. Lord COoNESFORD 
believed that it was incorrect to describe a Royal Com- 
mission as an arbitration tribunal. Again and again the 
doctors had expressed their willingness that their claim 
should go to arbitration but that had been refused. He 
could not conceive any lawyer advising the doctors 
that the terms of reference of this Commission were 
satisfactory. How could they be satisfactory, if the 
terms on which doctors entered the National Health 
Service were to be excluded ? 


GOVERNMENT REPLY 


The Eart or Home, Secretary of State for Common- 
wealth Relations and Lord President of the Council, 
agreed that, within the limits of reason and possibility, 
justice should be done to the medical profession, because 
no body of men gave more indispensable service to the 
people, and none had a greater sense of responsibility. 
The National Health Service was a comparatively novel 
experiment. The State had no inherent virtues as an 
employer. It was the first time it had had to work out 
a relationship with one of the great skilled professions, 
and inevitably, it must take time to establish a satis- 
factory code of relationship and conditions of service. 
The first eight years of the service had run concurrently 
with a time of intensifying inflation, and the doctors 
no doubt felt convinced that they had a case for increased 
remuneration, both actual and in relation to others. 
But the taxpayers also were bearing record levels of 
taxation, and they had an unanswerable case for relief. 
The Government were responsible not only to the doctors 
but also to the taxpayers. 

The Spens Committees were set up to investigate the 
proper remuneration for doctors entering the National 
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Health Service in 1948. But it had seemed to be argued 
since then that, because the Spens Committees based 
their recommendation for remuneration on 1939 prices, 
subsequent settlements must always guarantee the 
doctors against the extra costs brought about by infla. 
tion. He did not believe that that was really a tenable 
proposition. So long as inflation persisted, it was 
impossible to insulate one profession against the effects 
of it or to guarantee that all professions should advance 
in their remuneration with proportional precision. 
The remedy was to stop inflation, and that required 
the restraint of wage-earners and salary-earners. Till 
then the best we could do was to try to ensure that no 
section of wage-earners or salary-earners was put at a 
relative disadvantage to any other section of comparable 
skill and attainment. 

The Spens reports were accepted by the Government 
of the day and were expected to provide a basis for the 
entry of doctors into the National Health Service. 
What, in the Government’s opinion, was needed now, 
after eight years of experience of the workings of the 
National Health Service, was to determine the proper 
place of the medical profession in relation to other 
skilled professions, and, when that was done, to fix 
their scale of remuneration. They believed that the 
Royal Commission could be the proper instrument 
for this. It could take into account all the circumstances 
that were relevant, and one of the factors which was 
clearly relevant was consideration of the Spens reports. 
If the doctors wished to put before the Royal Commission 
their interpretation of the Spens reports, there was 
no reason why the Commission should not listen to and 
consider their views upon them. He had taken the 
advice of the Minister of Health and he was advised 
that what he had said fell within the terms of reference 
given to the Royal Commission. 

Other criticisms of the Commission included delay, 
but the Commission had already held a number of 
sittings and the chairman had every intention that it 
should act with speed. There had also been a criticism 
that there were no doctors or dentists on the Commission. 
The Government took the view that, on the whole, 
they would be more valuable as witnesses, and so long 
as the Commission had competent and able people 
on it, it was a good body, which would be seen to be 
impartial. It has also been asked why, if the terms of 
reference proposed comparison with the remuneration 
of other professional classes, they did not also include 
a direction to take into account remuneration in commerce 
and industry. The Government thought that, had there 
been a direction to that effect, it would have meant an 
immensely long inquiry, and there was a great field in 
industry and commerce in which conditions were not 
comparable at all. He understood that the Royal 
Commission would normally be concerned with the 
levels of remuneration and not with the methods, as 
such. Whether they would find it necessary to look at 
the question of merit awards in order fully to disuharge 
their terms of reference would be for them to decide. 

The Government hoped that the interim help which 
had been given to the profession, followed by a Royal 
Commission, armed, as they believed, with fair terms 
ef reference, would enable them to move away from the 
atmosphere of distrust, of accusations of bad faith, 
of trials of strength, and non-codperation with the 
Royal Commission and with the health service, because 
that seemed out of character in a profession recognised 
everywhere for its sense of responsibility. But it was 
equally true that the community, who were the new 
employers, should not trade on the tradition of patience 
and good will of the doctors. There must be under- 
standing and sympathy on both sides. The Commission 
were already pursuing their task, and he hoped that 
after they had reported, we should be able to arrive at a 
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permanent settlement which would end for the doctors 
this rather unhappy chapter in their affairs. 

Lord Moran remained dissatisfied, for he pointed 
out that Royal Commissions were strictly bound by 
their terms of reference. It was not the Minister of 
Health who would advise what those terms were ; 
he had not the power. It was for the chairman of the 
Commission. If the Commission decided that this was 
outside their ambit nothing would happen. ‘‘ I go away,”’ 
he said, ‘‘ by the same door by which I came in, with 
no surety about the awards and nothing whatever on 
this matter of Spens.”’ 


QUESTION TIME 
Cost of Prescriptions 


Mr. BLENKtNSOP asked the Minister of Health what had 
been the trend in the cost of prescribing under the National 
Health Service in January and February, 1957, as compared 
with previous months.—Mr. DeNNiIs VosPeER replied: The 
average cost per prescription in January was about 5s. 64d. 
This was almost the same as in December, and about 5d. 
higher than in November. An accurate figure for February 
is not yet available, but from a sample it is estimated that 
the average cost was about Id. more than in January. Mr. 
Goprrey Nicnotson: Is my right hon. Friend aware that 
the medical training of doctors includes absolutely nothing to 
make them cost-conscious ? Does he not think that efforts 
should be made to inculcate in the medical profession some 
consideration of the cost of prescriptions ? Mr. Vosper: Yes. 
That is why my predecessor decided to set up a committee to 
examine the whole question of prescribing. That committee 
will, I hope, start work very shortly. 


Nursing Recruitment 


In 1956 20,000 girls began training as nurses or assistant 
nurses. In the same year, 8000 withdrew. 


Medicine and the Law 


Tetanus After Operation 


At the inquest on two men who died of tetanus after 
operations at the North Staffordshire Royal Infirmary, 
Stoke-on-Trent,! the jury returned a verdict that they 
‘‘died from post-operational tetanus accidentally con- 
tracted in a hospital operating theatre.’ The jury felt 
that there should be a thorough investigation as soon 
as possible,? and the coroner said that he understood 
that there would be inquiries by the Ministry of Health. 

Dr. E. M. Mackay-Scollay, director of the Public 
Health Laboratory, Stafford, had given evidence that 
tetanus spores were found in samples of dust, débris, 
and wall plaster from the floor of the main theatre 
corridor, various sites in the annexe, on a naked light 
bulb, and in a surgeon’s gloves. No spores were found 
in any sample of catgut. He said: ‘‘ It must be assumed 
that the process of sterilisation was incomplete. The 
method of sterilising surgeons’ gloves might be unreliable.” 
He agreed that it is difficult to destroy tetanus spores ; 
he could not trace the tetanus to any particular source. 
It might have been infected animal hair used in the 
ceiling plaster in the operating-block. A ceiling-light 
had been removed in the previous month, but its removal 
had not disturbed the plaster. 

131 operations had been done in the three main 
theatres in the week in which the 5 cases of tetanus 
arose. These theatres have not been reopened, nor. will 
they be. Because of the tetanus outbreak, the regional 
board has approved plans for building a new theatre suite, 
with air-conditioning. 

We are happy to record that 3 of the 5 patients have 
now recovered. _ 


1. See Lancet, March 16, 1957, p. 575; March 23, p. 634. 
2. Manchester Guardian, April 4. 
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Obituary 


CHARLES ERNEST SCOTT 
M.B. Edin., F.R.C.S.E. 


Mr. Scott, who died on April 3 at the age of 61, was 
otolaryngologist to nine hospitals in Edinburgh and the 
Borders, and in all his parish he was recognised pre- 
eminently as the children’s ear, nose, and throat surgeon. 

He was born at Selkirk, the son of Gideon Scott, and 
educated at Selkirk High School and Fochabers Academy. 
His medical studies at Edinburgh University were inter- 
rupted by the 1914-18 war, during which he served with 
the Royal Navy, in Scapa Flow, as a surgeon probationer. 
After qualifying in 1921 he held resident appointments at 
Edinburgh Royal Infirmary before becoming clinical 
assistant in the ear, nose, and throat department. Later 
he became senior clinical assistant and clinical tutor to the 
department and in 1926 he took the F.R.C.s.E. 

The following year he received his first senior appoint- 
ment when he became assistant E.N.T. surgeon to the 
Royal Hospital for Sick Children. In 1929 the hospital 
opened the first children’s ward in the country to receive 
only E.N.T. cases. Mr. Scott was given charge of wards in 
this hospital and in Leith Hospital in 1933. He also had 
beds at Western General Hospital, later transferred to 
Eastern General Hospital. He was on the staff of the 
edinburgh City Hospital for Infectious Diseases and the 
Princess Margaret Rose Hospital for Crippled Children. 

His service as secretary to the Scottish Otolaryngolo- 
gical Society from 1933 to 1946 was only broken by his 
year as president. 

J. F. B. writes : 


Charles Scott had to the full the finest qualities of a Borderer 

a natural reserve and modesty, a ready wit and a wide 
range of interests. He shared the Borderer’s love of rugby and, 
having played for Edinburgh University, he was a regular and 
welcome spectator at the seven-a-sides in his boyhood country. 
He was an expert fisher and a keen curler. In his sports cars 
he travelled widely in Scotland with his cine camera, and his 
colour films of Scottish scenery were greatly appreciated by 
his friends and the staffs of his many hospitals to whom they 
were shown. Possibly his greatest hobby was the workshop 
which he had made in his house, where he turned out many 
examples of precision engineering. He built numerous wireless 
sets, and constructed his own television set and high-fidelity 
amplifier. 

Kind, gentle, thoughtful, and conservative he had an 
unequalled experience of his specialty as it affected children, 
an experience which could never have been expressed in 
print, depending as it did on a highly developed clinical judg- 
ment. His clinical talents were communicated by precept and 
example to those who worked with him. One could never wish 
for a more kindly or more helpful senior colleague, or one who 
could more persuasively train one’s thoughts within the 
narrower confines of children’s work, and teach the patient 
approach so necessary in handling the young. Tens of 
thousands of parents have been grateful to him for the care 
and attention which he gave their children. The same 
kindly manner, the diagnostic skill, and the meticulous opera- 
tive technique were appreciated by the adults who sought his 
advice. 

The death of his wife was a heavy blow, for they were a 
devoted couple ; but he found solace and companionship in 
his son, who shared so many of his hobbies and interests. He 
faced his own illness with characteristic courage and humour. 
Many friends will miss his counsel and his deep humanity as 
well as his wide interests which he was ever ready to share. 


FREDERICK DURAN-JORDA 
M.D. Barcelona 


DuRING the Spanish civil war Dr. Duran-Jorda, a 
consultant pathologist of Barcelona, organised the 
blood-transfusion services of the Republican Army to 
such effect and with such originality that he was invited 
to advise other European countries on their services. 
In 1939, with the help of the British Red Cross Society 
he came to this country, and he worked at first as a 
laboratory technician at Ancoats Hospital, Manchester. 
In 1941, after being admitted to the Medical Register, 
he was appointed assistant pathologist to the hospital, 
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iter becoming pathologist. Since 1949 he has been 
irector of the department of pathology at Booth Hall 
hildren’s Hospital and Monsall Hospital. 

In these posts he was able to continue his studies 
n the blood, notably on the formation of the red cells. 
{is hypothesis that these are secreted by eosinophils 
vas supported by exhaustive investigations, including 
tudies of the blood of horses and camels. After he was 
ppointed to Booth Hall Hospital he reported a series 
f observations on the renal ducts of Bellini, whose 
nterpretation was, like his views on blood-cells, regarded 
y most other workers as very certainly interesting 
yut less certainly correct. As lately as this year, he 
briefly described (with Mr. A. McDowall) a method 
if treating burns by the application of plasma. 

J.T. writes : 


All those who at one time or another of his hazardous life 
came into contact with Duran-Jorda will remember, as 
perhaps the most outstanding characteristic of his remarkable 
personality, his vitality which could not but impress by its 
almost torrential flow. Even in the last phase of his illness 
which an irony of Fate had made him, the creator of large- 
scale blood-transfusion, diagnose in his own blood—his 
unabated energy did not desert him until the very end. The 
name of Duran-Jorda will be for ever linked with the organisa- 
tion of the first blood bank for transfusion in war, a unique 
achievement which heralded the enormous revolution in life- 
saving procedures which made the two world wars differ 
so much from each other. As a surgeon in charge of a large 
hospital I witnessed the miracle which under his inspiration 
took place in Catalonia at the time of the Spanish war. 
Severely wounded soldiers could be operated on with success 
in Barcelona eight or ten hours after the infliction of the 
injury, having been transfused at the front line and transported 
scores of miles while the pressurised citrated blood-transfusion 
kept them alive. By the end of the war over 25,000 donors had 
been organised by Duran-Jorda, and the experience then 
gathered was of inestimable benefit to us all when later, at 
the invitation of the British Red Cross, he came to this country 
to make it his home. 

An idealistic, patriotic, extroverted Catalan, he found 
himself surrounded here by a people whose values in life 
were very near to the ideal for which he had fought in Spain. 
He told me on several occasions that in Lancashire he had 
found an industrial society loving freedom and music, two 
characteristics also of the Catalans. A man of an extra- 
ordinarily impulsive nature, he was a meticulous recorder of 
observations and an accurate reviewer, and even critic, 
of his own achievements. He was a happy man by nature 
and one could see him always surrounded either by his family 
or by his microscopes. 

It seems to me certain that time will enhance the value of 
most of his contributions. His method for early treatment of 
burns and scalds merits more attention than that it has yet 
received, and several of his other works have brought him 
international recognition. Above all he had the tacit recogni- 
tion of all those who owe their life to a readily available blood- 
transfusion. This was the highest prize for the simple and 
modest pathologist whose enthusiasm and organising ability 
contributed so much to the well-being of so many people. 
[ hope that for this his name will not be forgotten. 

As an old friend who came to this country at the same time 
as he, I express the sentiments of thousands in England— 
as in Catalonia—in waving a cordial farewell to a warrior 
whose only fear was to harm. 


Dr. Duran-Jorda leaves a widow with two children. 
He died on March 30 at the age of 51. 


Appointments 


BETHELL, M. F., M.D. Camb., D.P.M.: consultant psychiatrist and 
deputy medical superintendent, Tone Vale Hospital, near 
Taunton. 

BurRRowWES, H. P., M.B. Lond., D.P.H. : 
Holland, Lincolnshire. 

Moore, E. W., M.c.. M.B. Brist., M.R.C.P.E., 
sultant radiologist, Bath clinical area. 

O’DOMHNAILL, SEAMUS, M.CH. N.U.I., F.R.C.S.: 
Tipperary (N.R.), Ireland. 

ZEITLYN, B. B., M.p. Lond., D.P.M.: part-time consultant psychia- 
trist, Addenbrooke’s and Fulbourn Hospitals, Cambridge. 


district M.O.H., parts of 
D.M.R.D., D.P.H.: Con- 


county surgeon, 
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Notes and News 


TOWARDS PREVENTING SUICIDE 


A “ psychotherapeutic ’’ club has been provided by the 
public-health department in Salford for the past few years, 
where mildly depressed and anxious patients may attend 
each afternoon from Monday to Friday. The staff believe that 
several suicides have been prevented, and some withdrawn 
patients have made a striking recovery. 

Two afternoons each week are devoted to occupational 
therapy. Patients are encouraged to bring handwork from 
home for instruction, and many have learned to use a sewing- 
machine. One afternoon is devoted to drama therapy, play- 
reading, and acting as a group, and another afternoon to art 
therapy, free drawing, and painting. Part of each afternoon 
is spent in music therapy, but that is one of the less popular 
subjects. A psychiatrist attends weekly and gives private 
consultations and sometimes group therapy. Half an hour of 
games has recently been introduced. A mental-health social 
worker attends regularly. Both the psychiatrist and the social 
worker have “‘ time to listen ’’ to the patients’ anxieties, and 
the patients feel at the club there is someone who knows 
them, cares for them, and understands their difficulties. 

Although the club is a small one (at present about a dozen 
attend daily), it illustrates how much help can be given in 
this way. Such clubs are comparatively simple and inexpen- 
sive to run, and in contrast to many of the schemes that have 
been described, they are in the community—to which the 
patient will have to return and in which he must learn to live— 
and not in hospital premises which are in several senses remote 
from the patient’s home and social environment. 


A FILM FOR DIABETIC PATIENTS 


A NEw film, The Diabetic Diet (16 mm., sound, black-and- 
white, 14 minutes), was lately completed with the codperation 
of the medical advisory ccmmittee of the British Diabetic 
Association. 

In the opening sequence an analogy is drawn between a car 
engine and the human body, showing that fuel consumption in each 
case is related to energy expenditure. Carbohydrates, proteins, 
and fats are described briefly, and the storage of glycogen in the 
liver and its conversion to glucose with the aid of insulin are shown 
on an animated diagram. Insulin deficiency can be made up by 
injection, but the dosage must be accurately determined by a 
doctor. The balance is then maintained by the patient having his 
meals at the right time and checking his urine regularly. Reference 
is made to the Diabetic Cookery Book, particularily to the section 
describing how, by interchanging foods of equivalent carbohydrate 
values, appetising meals may be prepared without altering the total 
allowed by the diet. 

The first part of the film, explaining the theory of diabetes, 
is valuable for patients and their relatives who prepare their 
meals. But in the second part—which adds little to the 
information already available in the Diabetic Cookery Book 
—the scenes of a patient eating become monotonous, and 
shots of the sponsors’ products are unduly extended. The 
animated sequences are clear but rather long, and in places 
the commentary is not well related to the action. 

Copies of the film may be obtained, free of charge, from 
the Gaumont-British Film Library, Aintree Road, Perivale, 
Greenford, Middlesex. 


University of Cambridge 

On March 23, the degree of M.cHIR. was conferred on 
C. H. Talbot. 

On June 13 the honorary degree of sc.p. will be conferred 
on Sir Geoffrey Jefferson, F.R.S. 


Royal College of Physicians of London 

Dr. F. P. Lee Lander will deliver the Mitchell lecture on 
Tuesday, May 28 at 5 p.m., at the college, Pall Mall East, 
S.W.1. He will speak on rest and pulmonary tuberculosis. 


Royal Faculty of Physicians and Surgeons of Glasgow 
At a meeting of the faculty held on April 1, with Prof. 
Stanley Alstead, the president, in the chair, the following 
were admitted fellows of faculty qua physician: 
Goniamalimigie Herbert Allan Aponso, Ashoke Kumar Dutta, 
Shampur Janardhana, G. P. McNicol. 
Heberden Society 
A Heberden round will be held at the rheumatic unit of the 
Northern General Hospital, Edinburgh, on Thursday, May 16, 
at 11 a.m. 
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Scottish Medical Practices Committee 
Dr. John Baldwin, general practitioner of Penicuik, has 


been appointed chairman of this committee in succession to 
Dr. A. F. Wilkie Millar. 


Institute of Diseases of the Chest, London 

Clinical demonstrations, arranged by Dr. F. H. Young, will 
be held at this institute (in the grounds of the Brompton 
Hospital, Fulham Road, 8.W.3) on Fridays, at 5 P.m., from 
April 26 to July 5. 


Glasgow Medical Exhibition 

Prof. Stanley Alstead will open this exhibition at 11.30 a.m. 
on Monday, April 29, at the McLellan Galleries, Sauchiehall 
Street, Glasgow. It will be open daily from 11 A.M. to 6.30 P.m. 
(8 p.m. on April 30) till May 3. 


South West Metropolitan Regional Hospital Board 

The following have been awarded prizes in the board’s 1956 
competition : 

Consultants and S.H.M.O0.s.—Mr. BE. H. J. 
Mulvany, Dr. A. F. Huston. 

Se 19 4 registrars, re 1-4 and J.H.M.O.s. 
Dr. L. Crammer, Dr. R. S. Jones. 

Pr house-officers and house-officers.—Dr. Ann Mullins. 

Notice of entry for this year’s competition (with proposed 
subject) should be sent to the board’s senior administrative 
medical officer (Gen./CST), 11a, Portland Place, London, W.1, 
by Sept. 30, and reports must reach him not later than 
Dec. 31. 


Smyth, Mr. J. H. 


-Mr. R. A. Denham, 


Broadcasts on Mental Health 

The first of six weekly broadcasts on this subject is to be 
given on the Home Service on Wednesday, April 17. The 
programmes will include recordings made by patients, doctors, 
nurses, and welfare workers, and they will deal with the 
development of the child's mind, alcoholism, the réle of the 
Churches in combating mental illness, and the problem of 
neuroses and everyday relations. After the series, on Tuesday, 
June 4, at 7.45 P.M., a panel of specialists will try to answer 
questions or criticisms arising from the programmes. Listeners 
are invited to send their comments to: Mental Health, 
Broadcasting House, Queen Margaret Drive, Glasgow, W.2. 

The B.B.C.’s leaflet, Mind Out of Balance, published when 
this project was first announced, is still available and may 
be obtained by sending a stamped, addressed envelope (2d.) 
to B.B.C. Publications (Mental Health), 35, Marylebone 
High Street, London, W.1. 


British Association of Physical Medicine 

Sir Cecil Wakeley, at the annual dinner held at the Royal 
College of Surgeons on April 5, said that from the first world 
war he had had reason to be grateful to those who practise 
physical medicine. There was no branch of surgery that did 
not benefit from the work of the association. The orthopedic 
surgeon relied on it ; and ‘‘ where would the thoracic surgeon 
or the geriatric surgeon be without your help ?’’ Even in 
the mundane treatment of varicose veins it was a necessity : 
‘we strip the veins but you get rid of the ulcers!’’ Dr. P. 
Bauwens, the president, recalled that since he took his first 
very junior post as a medical electrologist 30 years ago he 
had witnessed the birth, gestation, and formative years of 
physical medicine. It defied definition yet had distinctive 
features ; and he likened it to a painting with varying motifs 
which in course of time had come to form a well-balanced 
pattern. This picture, to which each generation added its 
contribution, he saw as a panel in a triptych whose other parts 
were medicine and surgery ; and the themes of the three panels 
were sometimes different but often repeated and mutually 
complementary. He hoped that, despite the continuous process 
of overpainting, the balance of the physical-medicine panel and 
its main features would remain intact. Group-Captain C,. J. 8. 
O'Malley, proposing The Guests, said that though young, 
the British Association of Physical Medicine, formed in 1943, 
was closely linked with old societios formed for mutual help, 
protection, good fellowship, and the protection of their 
crafts. His kindly speech drew a response from Mr. J. C. 
Butterwick, prime warden of the Goldsmiths’ Company, 
which has been responsible for the presidential gold badge 
of the association, presented by the late Lord Horder. He 
quoted Dryden’s statement “the wise for cure on exercise 
depend,’ and gave some account of his company’s successful 
efforts in the past 8-9 years in training occupational therapists 
to teach the disabled how to make simple jewellery. 


DIARY OF THE 
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Chronic Bronchitis 


The National Association for the Prevention of Tuberculosis 
is holding a symposium on this subject on Wednesday, May 29, 
at 3.30 p.m. in the Clinical Science Building, York Place 
Manchester, 13. Prof. Fraser Brockington will be in the chair 
and the other speakers are to be Dr. Lynne Reid, Dr. Charles 
Fletcher, Dr. D. D. Reid, Dr. Thomas Lodge, Dr. J. L. Burn, 
Mr. Keith Roberts, Dr. John Pemberton, and Dr. William 
Robinson. Further particulars may be had from the 
N.A.P.T., Tavistock House North, London, W.C.1 
Society of Chiropodists 

Speaking at the annual dinner in London on April 4, 
Sir Zachary Cope said that a book on the Feet, dated 1818, 
called on the Royal College of Surgeons to institute a sub- 
diploma for chiropodists ; but the first society was not formed 
until 40 years ago, and the union resulting in the now famous 
Society of Chiropodists took place only 10 years ago. Chiro- 
podists had been fortunate in having such good leaders, and 
he referred with pleasure to an award given earlier in the day 
to Mr. J. H. Hanby. Responding, Mr. J. R. Hall, the president, 
said that in the past 8 or 10 years Sir Zachary had done more 
for medical auxiliaries “ than anyone else we know of,’’ and 
the conclusions of the Cope report were the first real basic 
recommendations ever put before the Ministry of Health and 
the public. When agreement could not be reached, the protests 
of the Royal Colleges and the British Medical Association led 
to the setting up of a working party, and those who had gone 
in as “‘ medical auxiliaries’’ came out, in the draft Bill, as 
‘ professions supplementary to medicine.’’ A supplement was 
something that supplied a deficiency, and these professions 
supplied a deficiency in the Greater Medical Profession. 
Mr. Hall hoped it would not be long before the Bill was passed 
and chiropodists were recognised : with the new onus upon 
them they would try to maintain the same high principles as 
hitherto, recognising both in their private and in their pro- 
fessional life all that is involved by professional status. 
Mr. D. Neale, proposing The Guests, thought that an empty 
chair might have been put at the table to symbolise an absent 
guest—the patient, ‘“‘ to whom we are all dedicated.’’ In his 
reply Sir Heneage Ogilvie said he had been a guest in every 
continent except Antarctica, but his Swahili was inadequate 
and his English not as good as it should be. Though he had 
often responded before, he still suffered from what those 
notable medical auxiliaries, the psychiatrists, would call the 
Daniel complex. Having reviewed the development of 
numerous surgical specialties, culminating in the surgical 
biochemists whose talk is all of corticosteroids and milli- 
equivalents, he expressed his belief that the really important 
people in the medical profession are the general practitioners 
—‘* because they don’t think themselves important.”’ 


Bailliére, Tindall, & Cox, Ltd., have taken over the publication 
of Public Health, the official journal of the Society of Medica] Officers 
of Health, for the society. The journal has been redesigned and will 
first appear in its new format this month. 


Diary of the Week 


APRIL 14 TO 20 
Tuesday, 16th 


ROYAL COLLEGE pA SURGEONS OF ENGLAND, 
London, W. a 
3.45 P.M. Ay it. G. H. Richards: Parotid Gland Tumours. 
(Erasmus Wilson demonstration.) 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
5 P.M. Experimental Medicine and herapeutics. Dr. William 
Lane-Petter: The Research Defence Society 
West END Hosp stat, FOR NEUROLOGY AND NEU ROSU RGERY, 91, 
Dean Street, W. 
5.30 PM. Mr. an Minton: Ocular Manifestations in Clinical 
Neurology. (Second of two lectures.) 
SOCIETY FOR THE STUDY OF ADDICTION 
8 p.M. (11, Chandos Street, W.1.)) Dr. D. 
in General Practice 


Wednesday, 17th 


Lincoln’s Inn Fields, 


. Parr: Alcoholism 


ROYAL SOCIETY OF MEDICINE 
5 P.M. Comparatire Medicine. Mr. L. E. Rowson, Dr. Trevor 
Mann, Dr. Margaret Jackson, Mr. R. H. Boyd: Artificial 
Insemination. 
8.15 P.M. General Practice. Dr.John Fry, Dr. Swithin Meadows, 
Mr. F. A. Williamson-Noble, Mr. Joseph Minton: Eyes in 
General Practice. 
HARVEIAN Society, 11, Chandos Street, W.1 
8.15 PM. Dr. Katharine Williams: The Nuclear Age— 


Potentiality and Hazard. 
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SUSPENSION containing 600 TABLETS each containing 

mg. piperazine adipate in each 300 mg. piperazine adipate. )) 

teaspoonful. ))) 
) ( 

















| =% i | Requirement for 7- )) 
AGE DOSAGE day course of treatment KX 

| | TABLETS SUSPENSION TABLETS SUSPENSION } ) ) 
Pe eet eet ee “ie CaM pee aes, Ul 
| Under 2 yrs. | 2 daily | 1 teaspoonful daily | 14 | I fl. oz. ‘ 
2 yrs. to 6 yrs. 4 daily | 2 teaspoonfuls daily | 28 2 fl. oz. : 

| 6 yrs. and over | 6 daily | 3 teaspoonfuls daily dl 42 3 fl. oz. } 





This daily dosage should be administered for seven days. It may 
be necessary to repeat this treatment after an interval of seven 
days in threadworm infestation and after an interval of three 
weeks in roundworm infestation. . 
BASIC N.H.S. PRICES 
TABLETS Bottles of 25 at 3/- and 100 at 10/- 
SUSPENSION Bottle of 225 ml. (8 fl. oz.) approx. at 12/- 





BRITISH DRUG- HOUSES LTD. (Medical Department) LONDON N.I 
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Tomorrow she will be in hospital undergoing 
an operation. Not a serious one, and she’s not 
looking very serious about it, is she? She’s a 


sensible girl and has complete faith in modern 





medicine and surgery. The doctors and nurses 
who look after her in hospital put ¢/ezr trust in 
British Oxygen equipment and gases. Like 


hers, their trust is well founded. 


(2) BRiTtisme oxyYGaEN 


BRITISH OXYGEN GASES LTD., MEDICAL DIVISION, GREAT WEST ROAD, BRENTFORD, MIDDLESEX 


Makers and suppliers of anaesthetic, analgesic and therapeutic equipment and gases 
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By Appointment to 
Her Majesty the Queen 
Empire Wine Merchants 
P. B. Burgoyne & Co. Ltd. 









PLEASURE TO COME’: 


Burgoynes 


TINTARA 
* 









In convalescence Tintara is often useful. 3 3 J 
ce 


This really palatable burgundy contains no 
A FLAGON 


6'6 


A HALF FLAGON 


added alcohol or sugar, and is a natural 


product of sun and ironstone soil. 
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They like Lucozade.. . 


and they can keep tt down— 


Lucozade has won its place in the sickroom because 
it is so very palatable. Not only this, when other food 
is refused or vomited, Lucozade is retained and 
quickly assimilated. And, so often, there is a happy 
turn for the better, well illustrated in this brief 
extract from a letter : 


“My little boy was ill . . . and was com- 
pletely off his food. I must admit that I only 
thought of Lucozade at the last moment, 
after two days of worry, but he improved 
from the time of taking it.”’ Ina letter from 

Mrs. V. Darlington, Birkdale, Lancs. 


LUCOZADE 


the sparkling glucose dtink 
REPLACES LOST ENERGY 








royds M37/6 











In your ‘Ne 
hands ses x 


So much depends on your 
hands. Regular use of 
Wright’s Coal Tar Soap will help 
to keep them medically perfect, 
completely free from dirt and germs. 
The remarkable antiseptic, antipruritic 
qualities of Liquor Carbonis Detergens, 
contained in Wright’s, has given this fine 
soap the enthusiastic support of the medical 
profession for over half a century — the only 
product ofits type to hold sucharecord! Wherever 


you are, keep your own tablet of Wright’s handy. 


WRIGHT’S COAL TAR SOAP WN TOILET AND BATH SIZES 
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‘In view of these analytical and 
general evidences, this brandy 
may be described as particularly 
suitable for medicinal purposes’ 
See Lancet, Fuly 22, 1899, P. 219 


“The evidence both of analysis 
and taste indicates that the high 
standard of purity and quality 
has been maintained and that 
the brandy is eminently suitable 
for medicinal purposes’ 


See Lancet, May 7, 1932, Pp. 992 
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Interchangeable 
barrels and 
pistons. 


' 
| 

! 

! 

Can be sterilized 
by boiling or auto- 
claving at 18 Ib ' 
steam pressure. ' 
(120°C. ) ' 
! 

i] 


Sizes: 2 ml, 3 ml, 
5 ml, 10 mi & 20 mi. 


NYLON 
SYRINGES 


last longer 


* Full details and 
price list gladly 
sent on request 


Okt 


Head Office: THE OLD MEDICAL SCHOOL, 
PARK STREET, LEEDS | Tel. 20085 (5 lines) 


Also at 38 WELBECK STREET, LONDON W.1! Tel. WELbeck 8152/3 











FIRMNESS 
COMFORT 
DURABILITY 
















‘OLYMPIC’ Hose — For 
severe varicosities and 
sprains. Made from stout 
or fine thread in a knitted 
fabric incorporating elastic 
yarn. The only one-way- 
stretch elastic hose with a 
fashioned insert. 


*‘SURGYLON’ Hose—/or 
early and mild varices. 
Two-way stretch elastic net 


% stockings in fine, open mesh 





nylon fabric — light, well 


ads De aT 
See: st 
he iil 


ventilated, inconspicuous. 


Both prescribable under the N.H.S. 


Manufactured by Everlastic Ltd. for 
FASSETT & JOHNSON LTD., 
86 CLERKENWELL RD., LONDON, E.C.1 
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MIOTROL=P 


Tablets containing :— 
Methyl Testosterone 2.5 mg. Ethiny! Ocestradio! 0.005 mg. 
Phenobarbitone 16.0 mg. (i gr.) 


A synergistic combination of androgen 
and oestrogen with phenobarbitone. 


Specifically designed for control of 
symptoms associated with menopausal 
disturbances, premenstrual migraine and 


tension, dysmenorrhoea. 


Literature forwarded on request. 


AN PRODUCT 


OXO LTD. (Medical Dept.) 
16, SOUTHWARK BRIDGE ROAD, 
LONDON, S.E.! 

Telephone : WATerloo 45/5 


YOUR 
GH0LD 


your plans for your child’s 
pawl and career life assurance 
can be a real help. Write today 
for a copy of the New “Career 
Policy ” leaflet to 





SCOTTISH 
WIDOWS’ FUND 


Head Office: 9 St. Andrew Square, Edinburgh, 2 
Lendon Offices: 28 Cornhill, E.C.3 17 Waterloo Place, S.W.1 
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Replacements? 
Dunlop Tubeless 
every time! 


* Puncture delays virtually eliminated. 
* Less need for ‘topping-up’. 

* Greater resistance to impact damage. 
* Greater safety; greater mileage. 


* Fitted as standard equipment by the 
majority of British car manufacturers. 


It all adds up to 
MORE CONFIDENT MOTORING 
when you fit 


DUNLOP 
TUBELESS 


mu/ 103 
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DIGITALINE 


FO 
TABLETS (white) 0.25 mg (1/240 
Samples and literature on request. 


LABORATORY 
74-77 White Lion Street, LONDON, 





The digitoxin of choice, appreciated for its trustworthiness, its high and constant activity, as shown by 
standard works on cardiology and extensive clinical practice. 


TABLETS (pink) 0.1 mg (1/600 gr.) 


AMPOULES 0.2 mg (1/300 gr.) for i.v. or i.m. injection. (Boxes of 6) 


NATIVELLE 


RMS 
! (Bottles of 40 and 

gr.) dispensing packs of 200) 

Exempt from Purchase Tax. 


NATIVELLE Ltd. 
N.| 18-19 Temple Bar, DUBLIN 








HOLIDAYS F 


AND ALL ENGAGED 


at 
ON THE CONTINENT AND T 


OR DOCTORS 


IN THE MEDICAL PROFESSION 


neduced rates 
HROUGHOUT THE HOMELAND 


WESTMINSTER, one of the largest independent holiday organisations in Europe, are providing holidays for Doctors and those engaged in the 


medical profession generally—AT VERY SUBSTANTIALLY REDUCED CHARGES. 


SPECIAL DISCOUNTS FOR 


Here is a world wide travel service completely at your service. 


YOU AND YOUR FAMILY 


HOLIDAYS ABROAD from £14.19.0. IN THE HOMELAND from 15} gns. CONTINENTAL COACH CRUISES from 25 gns. 
WORLD-WIDE TRAVEL SERVICE BY SEA, LAND & AIR 


RESERVATIONS AND SERVICES PROVIDED AT SPECIAL RATES 


Send for our eseoseat brochures and our SPECIAL MEDICAL DISCOU 


NT VOUCHER ENTITLING YOU AND YOUR FAMILY TO SUBSTANTIAL 


UCTIONS in all Westminster Holidays—abroad and in the homeland (please state whether Continental or British). 


WESTMINSTER 9 rouriNG ASSOCIATION LIMITED. Medical Department, L/5 


WEST END OFFICES : 
HEAD OFFICE: 92 VICTORIA STREET, LONDON, 


38/39 PARLIAMENT ST., WHITEHALL, 


LONDON, S.W.!. Phone: TRAfalgar 1151 (4 lines) 


S.W.1. Phone: ViCtoria 6301 (5 lines) 





Availability of 


Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a deficiency 
condition appears to result from the lack of an 
individual factor of the group and it is considered 
necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should always be 
administered concurrently. 


It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 


Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 


@ Aluzyme is not advertised to the public and may 
be prescribed on form E.C.10. 


Al LUZYME 


NON-AUTOLYSED YEAST 
with completely available Vitamins 





Have you had your free copy of ‘* The Thera 
Value of Brewers’ Yeast’ 


Professional sumples and Prices on request from :—~ 


ALUZYME PRODUCTS 
PARK ROYAL ROAD, LONDON, N.W.10. 


y* and Nutritional 





2))/MU{NIUUOUUN NULL OU ASOPLALUULULUL 
THE WORLD’S GREATEST BOOKSHOP 


bs t*eFEOR BOOKS # 4 


Famed Centre For 


Medical Books 


New, secondhand and rare Books on every subject. 
Stock of cver 3 million volumes. 


119-125 CHARING CROSS ROAD LONDON WC2 
Gerrard 5660 (20 lines) +e Open 9-6 (inc. Sats.) 


Nearest Station: Tottenham Court Road 
MT HII VUUTIAUUIOUALAALONAIEL INNA 











it 


{iN TENNANT VUMOUUTUANLUNU ANAM 
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ROYAL HOSPITAL & 
HOME FOR INCURABLES, PUTNEY 


WEST HILL, LONDON. 8.W.15 
Applications can now be accepted for paying patients at £10 10s. Od. 
per week fully inclusive of medical and nursing attention (day and 
night), treatment and medicines. Lovely grounds, full amenities, 
library, own laundry. Cases of cancer, tuberculosis, mental 
disorders or senility not accepted. Enquiries and visits welcome, 











CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone : PINNER 234 


Private Nursing Home for Mental and Nervous illness. 
All modern forms of treatment. Two country houses iu adjoining 
grounds of 5 and 6 acres respectively, 12 miles from London, 
Traius every 15 minutes from Baker Street to Pinner. 

DOUGLAS MACAULAY, M.D., D.P.M. 
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ST. ANDREW’S HOSPITAL f2hriisscnate 
NORTHAMPTON 
PrEsipentT: THE EARL SPENCER 
MEDICAL SUPERINTENDENT : THOMAS TENNENT, M. D., F.R.C. P., D.P.H., D.P.M. 


This Registered Hospita) is situated in Wi 30 3 acres of park and d ple asure ‘e grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various 


can be provided. 
WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Menta! and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, inc luding 
Curkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrica] baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Vental Surgery, an X-ray Room, an Ultraviolet Apparatus and a Department for 
Diathermy and [High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathelogica! 
cesearch. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


_ Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is yy situated ip a park of 330 acres, at Lianfairfechan, amidst the finest 
soenery in North Wales. On the North-West side of the Estate a mile of sea coast forme the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has ite own private bathing house on the seashore. There 
is trout-fishing in the park. 


At all the branches of the Hospital there are cricket groands, football and hockey unds, lawn tennis courts (crass and hard 
eeurts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen ve their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 

For terms and further Sertioaiaes apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
cara be seen in London by appointmen 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 











A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Res:dent Physi.1ans—BERTHA M, MULES, M.D., B.S ANNE 5S. MULES, M.R.C.S.. L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home HEIGHAM HALL, NORWICH 








‘ PRIVATE MENTAL HOME for Nervous and Mental iliness. All cypes 
235-7 BALLARDS LANE, N.3 Tel. : FiNchley 5283 ns tien 2 on tay eee oak debtine 
Resident Med. Director Dr. R. M. RIGGALL available. Special Geriatric Unit now open. Fees from 7 gns. per week 

, naiaiiaail upwards according to requirements. 


Otetn. Gots, CayehenAinaiytien Seay. Apply to Dr. J. A. SMALL Telephone : Norwich 20080 





Deep insulin coma unit, psychotherapy, etc. Fees from |2 gns. 


THE MEDICAL PROTECTION SOCIETY umrrep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 














Vacancies 
AC ee AND EDUCATIONAL Page , Cardiff United Hosps. Sr. Reg 52] Mile End, B.1. Sr. H.O. ~ a 
SECTIO 46} Carshalton. St. Helier. Loc um Reg. 52] North Middlese x, N.18. Sr. H.O. .. 48 
‘ ‘olchester Group H.M.C. Sr. H.O. . 51] Prince of Wales’s Gen. N.15. Pre-reg. 
ADMINISTRATIVE : Enfield. Chase Ferm. Temp. Re ~ 92 H.O. a o @ 
Leeds R.H.B. Regional Psych. | Epsom Dist. Sr. H. , 52] Royal Northern, N.7. Reg. . <a 
(Cons. ) .. “* ‘+ -- 47] Isleworth. West Midaic ‘sex. H.O. 3] St. gy gy ee — Sr. “Hic 0. + ae 
ICs Kettering Gen. Sr. H.¢ .. 53] Cardiff. St. David’s. Sr. » & 
Central Middlesex, we. thes 13 | North East Met. R.H. B. Regs. 49] Hemel Hempstead. West Herts. — 
Guy's, 8 ‘EI ag -. ‘ = 4 is | Plymouth. South Devon & East Locum Jr. H.M.C i -- 68 
Hackney Group fi. M. € <a ee Cornwall. Sr. H.O... .. 54] Isle of Thanet H. M. i. Se: 1.0, .. 52 
Metropolitan, Bs 4° tees Reading. Royal Be rks. Sr. H.O. .. 54] Oxford R.H.B. Reg. - _+, 54 
North West tect, R. i. B. Reg. "* 4g] Roe hdale Infy. Sr. H.¢ . .. 54] Plymouth. South Devon & East i 
South East Met R H.B. Reg. "* 4g] Scotland. Eastern R. ir. B. Reg. .. 55 Cornwall. Sr. H.O.. -. 54 
: James’ ‘SW. 13. Ree « Locum “| Shrewsbury. Royal Salop heat & Romford. Oldchurch. Sr. H.O. -. 55 
* el . —s a 19 Copthorne. Sr. H.O. ‘ .. 55] Southend. Gen. Sr. H.O. 56 
T homas’ S.E.1. Re : 19 | Slough. Upton. Reg. oe .. 55] St. Helens & Dist. H.M.C. Sr. H.O.. 56 
te eg Dudle ; ter. Sr. H.0. 50 Southampton Group H.M.C. Sr. H.O. 55 | Welsh R.H.B. Sr. Casualty Officer .. 47 
Bournemouth. Reval Vietoria. Sr. Southend-on-Sea Gen. Locum Reg. 56] CHEST AND TUBERCULOSIS 
51 South W est Met. R.H.B. P.-t. Cons. 47 Brompton, S.W.3. Reg 47 
Brighton. Royal Sussex County. Torquay. Torbay. Sr. H.O. .. -- 9681) Barnsley Chest Service. Reg... .. 50 
Sr. H.O. or Locum .. . S51) CASUALTY Colchester Group H.M.C. Sr. H.O... 51 
Bristol Clinical Area. © sue . 46] Dreadnought Seamen’s, 3.E.10. Sr. —— 8 ‘.. Galloway —- Board. 
Burton-on-Trent Gen. i ™M. oO. . & ft ae ae re a 48 Sr. H. s% ss °° & 
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Knareborough. Scotton Banks. Jr. ORTHOPADICS North East Met. R.H.B. Regs. 49 
H.M.¢ - .. 53 | West London, W.6. Reg. 50] Queen Mary’s Hosp. for the anes End, 
weaktmnions h Group H.M.C. Sr. H.O. 54 Whittington, N.19. Locum Sr.H.M.O. 46 E.15. H.O. 49 
Uxbridge Chest Clinic. Reg. -. &6 _—— me w+ ry Ortho- Que mag? ‘8 (Roehampton), § 3. W: 15 . 
— predic. Regs. & Jr. H.M.O. -- §0 49 
DENTAL SURGERY Bedford Gen. H.O. .. sa 50] Roy al Marsde n, S.W.3. Reg. & 
Mid & South Worcestershire Coomest _. | Beverley. Westwood. Locum Sr. H.O. i! «ae 
Hosps. ). -- 931 orH.O. & H.O. & ‘a .. 680 yo. 3 Gen., N.15. Sr. H.O. 49 
South East Met. R.H.B. Sr. Re &. »? | Birmingham. Royal Orthopedic. st Giles’, 8.E.5. H.O. ov, aa 
ERMATOLOGY Sr. oO. : ‘% .. 50] Altrine ham Ge n. Sr. H.¢ a 
oe Univ./United Leeds Hosps. Sr ( ‘roydon Group H.M.G. Locum Reg. 51] Ashton, Hyde & Glossop a MC. H.O. 50 
L Reg./Tutor : ~ "53 | Doncaster Royal Infy. "Reg. . ; 52] Bedford Gen. H.O. a 
Sheffield R.H.B. P.-t. Gons. _ :7 Ipswich & East Suffolk. Sr. Eo... 2 Birmingham United Hosps. Reg. 50 
Sheffield U. nited Hosps. Sr Reg or Isleworth. West Middlesex. Pre-reg. Bognor War Mem. Sr. H.O. .. 51 
her a tee 7 H.O. ‘ 2s .. 53] Bolton Royal Infy. H.O. .. .. 50 
s- ” | Leeds R.H.B. ‘Re ae - 53] Bournemouth. Royal Victoria. H.O. 51 
EAR, NOSE, AND THROAT Lincoln. St. George’s. Reg. . . 53] Bridge of Earn, Perthshire. Sr. H.O. 51 
Hamme rsmith Hosp. & P.G. Med. Mansfield & Dist. Gen. Reg.. 54] Brighton. Royal Sussex County. 
School, W.12. Reg... aan .. 48 | Preston Royal Infy. Sr. H.O. 54 H.O. 51 
Middlesex, a . Sa AD 1% | Sheffield. King Edward V Il Ortho- Chichester. Royal West Sussex. H.O. 51 
St. Mary’s, W.2. P.-t. Reg. .. an peedic. Sr. H.O 55}| Chichester. St. Richard’s. Pre-reg. 
Carlisle: Cumberland Infy. Sr. H.O. 51 | Southamptcn. Royal South Hants. -0.’s oy “. °° -~ ol 
Manchester R.H.B. P.-t. Cons. jc H.O. . 56] Crewe & Dist. Mem. Pre-reg. H.O.’s 51 
Scotland. Western R.H.B. Reg. 55 | Stoke -on-Trent. North Staffs Royal Derby. Derbyshire Royal Infy. Pre- 
Infy. H.O. . “ex em 56 reg. H.O. or Sr. H.O. ey 
GERIATRICS Winchester. Royal Hants County. Douglas. Noble’s Isle of Man. H.O. 52 
Ashton, Hyde & Glossop H.M.C. Sr. Sr. H.O. ae os fa — ld. — sees ¢ Gen. H.O. .. 52 
0... ce - he 50 ail tdgware Gen i ‘ 52 
North East Met. R.H.B. Reg. 49 | PDIATRICS ,| Enfield. Chase Farm. H.O. 52 
Oxford R.H.B. Cons.. ; $7 | St. Mary’s, Child's yy H.O. 49] Exeter. Royal Devon & Exeter. B. 0's 52 
Wolverhampton Group. Jr. H.M.O. 56 ee ag U i Hos p. for Sic ~ ? ech ia: 50] Glasgow. Victoria Infy. Sr. H.¢ 52 
tlasgow. Roya osp. for Sic rile Guildfor« St. e’s >re-re § 
INFECTIOUS DISEASES __ |, Pre-reg. H.0.’s 52 Hasting.. ‘Royal Bas Pre-re. HO. = 
Isleworth. South Middlesex. Reg. 53 | Leeds R.H.B. Reg. 53 reg. 52 
Leode R.H.B. ee ss 53 _— hester. West Mancheste r ‘HLM.C. i Hemel Henipsteaa. West He rts. Pre- 
Manchester R.1H.B. Sr. H.M.O. s 47 od reg. 0 52 
Portsmout! Group H.M.C. Sr. H.O. 54 Southampton ( ‘hild’s. H.O - 96] Hereford Gen. Pre- “Tee. ‘H.O.. 52 
Sheftield R.H.B. Deputy Phys. Supt. South-Western R.H.B. & “United _.| Hitehin. Lister. H.¢ 52 
(Sr. H.M.O.).. : we ; 47 Bristol Hosps. Reg.. i on. «682 | Hull. Kingston Ge og Pre reg. M0... 53 
MEDICINE South West Met. R.H.B. P.-t. Cons. 47 | Ipswich & East Suffolk. H.¢ 53 
Elizabeth Garrett Anderson, N.W.1 ee ee IAS Ea +s ‘~ ~~" Ay ee “ x. Locum 53 
4 x -rson, AN. .t. q Sr eg. re-reg oO 53 
-, Le a i aaa Sl . + yo inte g ey SO Group. H.0.'s 49 | Kidde rminster & Dist. Gen. Pre-reg. * 
Hammersmith Hosp. & P.G. Med. a a Rendon, yt ae a ‘9 a rn H.B. He e - = ¢ 
School, W.12. Re gs. 48 estminster, 5. eg. .. v Maidstone > -re-reg. 
print at Wales Gum S15 Se- 10.0, $8] etl oe oO ee ccsas Gon. Prowse. 
toyal Free, W.1. : Y rm pounenne cfr r- anchester. Ancoats. S$ a 
Bedford Gen. Pee “reg. H.O.’s 50 OR rs — sane, H.O 50 Manchester. Anoost 0. ~ - os o4 
Birmingham R.H.B.  ¢ ons. “y hys.| p ——* M on . —_ - r. H.O. jg} Plymouth. South Devon & East 
Med. Supt. .. “- one ‘ 46 — ; - i. 5 ai 2 . . Ds. + Cornwall. Pre-reg. H.O.’s .. 54 
Birmingham. Selly Oak. H.O. ae Nortt W : t Met. R.H BC ns 46] Portsmouth Group H.M.C. Sr. H. 0. 
Cambridge. Addenbrooke's. H.O. . 51 Salt _ Re ny ae HO. ons + & Pre-reg. H.O. : 54 
Chichester. Royal West Sussex. H.O 51 = 0 tla i oN eters RIB. Ber °°! Ramsgate Gen. Sr. H.O. 54 
Enfield. War Mom. Sr. H.0. _.. S53) hin” Adelaide Elosp. x ti ty 55] Redhill. Kast Surrey. Sr. H.O. 54 
Hastings. Royal East Sussex. Pre * ub ~ ‘ rst => th Osp. 6 rinity 47| Romford. Oldchurch. H.O. .. 55 
reg. H.O. : < 52 College. Clin. Path... ‘| Romford. Victoria. H.O. .. 55 
ioe R.H.B. Regs. . pt PLASTIC SURGERY Scotland. Eastern R.H.B. Reg 55 
iverpool. Bootle, H.0. 531 Shotley Bridge Gen. Jr. H.M.O. & Scotland.  South-Kastern KH. 
Luton & Dunstable. Sr. H.O. 53 Sr. 1.0. in ~~ ‘ a; Regs. ae fe : 55 
Mitcham, Surrey. Wilson. : H.O. - 53 Scotland. Western R.H.B. Cons. .. 47 
North West Met. R.H.B. P.-t.Cons... 46 | PSYCHIATRY Scunthorpe. War Mem. Pre-reg. H.O. 
Plymouth. South Devon & East ; Friern, N.11. Sr. H.O... a) — or Sr. H.O. 55 
R penn ay em HL... Pre-reg. H.O.’s a —, Free Hosp. cae. P.-t. Sr. a Shrewsbury. Royal Salop Inty. ICop- 
amsgate Gcn. 0 -M.O. ae thorne. H.¢ . 55 
Richmond, Yorks. John ‘ot God’: a Tavistock C linic, \W.1. Sr. Re g. 49] Southampton Gen. i. oO. 56 
Hosp. Jr. House M. 0. 54] Abe rdeen, Mental Hosps. Sr. H.0.’s Stoke-on-Trent. North Staffs Royal 
Rochester, Kent. St. Bartholome w’ "8. & H.C pie = 50 Infy. Pre-reg. H.¢ 56 
Sr. H.0O. . 54 Bury < “Rossendale H.M.C. Jr. Swindon & Dist. H. MC. oa oO. 56 
Romford. Victoria. H.O. 55 H.M.¢ oa oie . .. 51] Wakefield. Clayton. H.O. 56 
Scotland. Western R.H.B. Reg. 09 Cuanietane. Fulbourn. Sr. H.O. 51] Winchester. Royal Hants’ County. 
Scunthorpe. War Mem. Pre-reg. H. 0. __ | Carlisle. Garlands. Jr. H.M.O. 51 H.O. 56 
_or Sr. H.O. .. 55 | Cheadle Royal. Reg. . ‘ 51] Worcester Royal | Inty. ‘H.O.. 56 
Southend. Gen. H.O. 56] Goulsdon. Netherne. Sr. H. 51] Worthing. H.O 56 
Torquay. Torbay. Pre-reg. H.O. 56 | Gloucester. Horton Road & Coney 
Welsh R.H.B. Reg. 56] Hill Hosps. Jr. H.M.( .. 52] THORACIC SURGERY 
Macclesfield. Parkside i. M. C. “Reg.. . 54] Hosps. for Diseases of the Chest. Sr. 
NEUROLOGY : > PG. X Manchester United Hosps. Sr. Reg. 54 reg. .. te . 48 
Hammersmith Hosp. & P.G. Med. _ | Newcastle R.H.B. Cons ~. 47) Ilkley. Middleton. Sr. H.O.. 53 
School, W.12. Sr. H.O. .. -- 4816, otland. South-Eastern R.H.B. Sr. Leicester lecintion Hosp. & Chest 
: H.M.¢ ‘ee Unit. Sr. H.O. os 53 
NEUROSURGERY Sheffield R.H.B. Sr. Reg. | 55] Liverpool. Broadgreen. H.O. or Sr. 
Whittington, N.19. Reg. 49 | South West Met. R.H.B. Sr. H.M.O.’s 47 MMi... ba ns ee nh 
OBSTETRICS AND GYNZCOLOGY Waxeteld. Sitral Mental. Br. H.0.., 56| UROLOGY 
om mee Middlesex, N.W.10. Pre-reg. 48 inlet hits St. Peter’s, rig & St. Philip’s 
. RA Hosps., W.C.2. Sr. Reg. .. -. 49 
East End “Maternity, E.1. Sr. H.O. 48 | North West Met. R.H.B. P.-t. Cons. 46 : ° 
FBosp. of St. John & St. Elizabeth, Royal Free, W.C.1. Sr. Reg.. .. 49] GENERAL 
N.W.8. 70. nub. h yr University College Hosp., “W.C.1 ( _——— Northwestern Gen., Toronto. a 
North East Met egs. 9 P.-t. Cons. . — = n senee +s 
Whittington, N.19. Regs. 49 | Birmingham R. H.B. ‘Sr. Reg. 50] Canada. Paul’ 8, Vancouver. Jr. 
Bedford Gen. Pre-reg. H.O. 50 | Manchester R.H.B. Sr. H.M.O. oa: ae Rotating yee rneships 56 
Birmingham R.H.B. Regs. .. 50} Scotland. Western R.H.B. Locum Ibadan, Nigeria. University ‘College 
Birmingham United Hosps. H.O. 51 Sr. Radiologist “p -. 47] Hosp. Pre-reg. H.0.’s & H.0.’s .. 57 
a a & ppGesser. _— i South West Met. R. H.B P.-t. Cons. 47 S.A. Iowa Methodist Hosp. Interns 56 
Cardi Jnitec Osps 5 
Chichester Group H.M.C. Ree 51 Te hes. ‘. PUBLIC APPOINTMENTS 57 
= ( . € 2... 52 | Leeds e ee 7 O88 
Feld. eoees Devon & Backer 10. 52| Scotland. Western R.H.B. Sr. Reg... 55| CENERAL PRACTICE 58 
Grimsby Group of Hosps. Reg. -- 52] sunGERY MISCELLANEOUS 58 
Liverpool R.H.B. P.-t. Cons. 47 - a ’ 7 pt hE Se A 
< ate l "t¢hi Bolingbroke, S.W.11. H.O.’s.. coin 
Manchester. Withington. Sr. H. a. 54 ~ oe 4 
Os ot ty : Bolingbroke, S.W.11. Locum Reg... 47 
— United Hosps./R.H.B. Sr. 54 | Colindale, N.W.9. st &Sr.H.0O... 48 The Terms and Conditions of Service of 
R Sin ‘Gombined Hosps. H.O. 54 Connaught, E.17. H.O .. 48] Hospital Medical and Dental Staff apply to 
cere ombine< Hosps. 1.0. 34 | Elizabeth Garrett Anderson, N.W.1. all N.H.S. hospital posts we advertise, unless 
Rochdale ist H.O. .. 48] otherwise stated. Canvassing disquatiAce, but 
OPHTHALMOLOGY Hosp. of St. John & St. Elizabeth, candidates may normally visit the hospital 
Oxford Univ./United Hosps. Sr. Reg. 54 N.W.8. H.O. ee ee .. 481 by appointment. 
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Academic and Educational 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW 





GLASGOW LOCK HOSPITAL TRUST 

The Council of the Royal Faculty of Physicians and Surgeons 
invite applications from legally qualified medical practitioners 
for the Glasgow Lock Hospital Trust Prize of 200 guineas. 

The Prize will be awarded to the Applicant who submits 
the Essay adjudged to be best by the Council of the Royal 
Faculty of Physicians and Surgeons. The subject of the Essay 
shall be 

‘A Survey of the Scientific Basis of the Practice of Venereo- 

logy (which may include historical aspects of the subject) 
with special reference to the relationship of Venereology 
to the other branches of Medical Knowledge.’ 

Applicants will be required to submit their essays under 
a nom de plume to the Honorary Secretary, Royal Faculty of 
Physicians and Surgeons, 242, St. Vincent-street, Glasgow, 
C.2, and, at the same time, transmit to the Clerk of Faculty, 
Mr. T. L. GRAHAME REID, W.s., 15, West George-street, Glasgow, 
C.2, a letter giving : 

(a) full name, address and qualifications ; 

(b) the title of the essay submitted ; and 

(c) the nom de plume used. 

It is a condition of entry that all essays submitted shall be 
retained by the Faculty for inclusion in the Library, at the 
discretion of the Council. 

The last day for the receipt of applications for the Glasgow 
Lock Hospital Prize is Ist May, 1958. 

INSTITUTE OF OBSTETRICS AND GYNACOLOGY 

An INTENSIVE COURSE, suitable for postgraduates preparing 
for higher examinations (M.R.C.O.G, and M.D.) is being held 
from 3RD JUNE to LTTH JUNE, 1957, at Queen Charlotte’s Mater- 
nity Hospital, the Chelsea Hospital for Women and the Depart- 
ment of Obstetrics and Gynecology at Hammersmith Hospital. 

The fee for the course is £14 L4s. (14 guineas). 

Applications should be sent to the Secretary, Institute of 
Obstetrics and Gynecology at Chelsea Hospital for Women, 
Dovehouse-street, London, S.W.3. 


INSTITUTE OF OBSTETRICS AND GYNACOLOGY 


A REFRESHER COURSE suitable for general practitioners will be 
held from MONDAY, L7TH JUNE, to SATURDAY, 22ND JUNE 1957, 
with attendance at Queen Charlotte’s Maternity Hospité al, the 
Chelsea Hospital for Women and the Department of Obstetrics 
and Gynecology at Hammersmith Hospital. 

‘he fee for the course is £5 5s. (5 guineas). 
accommodation is available. 

Applications should be sent to the Secretary, Institute of 
Obstetrics and Gynecology at Chelsea Hospital for Women, 
Dovehouse-street, London, S.W.3. 

THE HOSPITAL FOR SICK CHILDREN 
TORONTO, CANADA 


Limited hostel 


RESEARCH FELLOWSHIP IN BACTERIOLOGY 

Applications invited from medical graduates (Male or Female ) 
with training in bacteriological methods and some interest in 
peediatrics. Duties will consist chiefly of laboratory investiga- 
tion of problems relating to bacterial infections. Some training 
in immunology or immuno-chemistry would be helpful but not 
essential. To start IST SEPTEMBER, 1957. Salary $5750. Prefer 
ence given to person prepared to remain for a 2-year period. 

Applications, with names and addresses of 2 referees, to be 
sent air-mail to Director of Research Institute, The Hospital 
for Sick Children, Toronto, Canada. 

L.M.S.S.A. 
FINAL EXAMINATION : SuRGERY, 13th May, llth June 
8th July, 1957. MrDICINE, PATHOLOGY, 20th May, 17th June, 
15th July, 1957. Mipwirery, 2Ist May, 18th June, 16th July, 
1957. MASTERY OF MIDWIFERY, May and November. DIPLOMA 
IN INDUSTRIAL HEALTH, July and December. 

For regulations apply REGISTRAR, Apothecaries Hall, Black 

Friars-lane, London, E.C.4. 
ROYAL COLLEGE OF SURGEONS OF ENGLAND. 
Applications are invited from Junior Consultants for the part- 
time post of PENROSE MAY TUTOR IN SURGERY at 
the Royal College of Surgeons of England. The successful 
candidate (who must be a Fellow of the College) will be required 
to advise postgraduate students on their preparation for the 
surgical courses as well as giving tutorials, setting papers, &c. 
Further particulars of the appointment, which is a new one, 
may be obtained from the Deputy Secretary. The salary will 
be at the rate of £400 p.a. and the appointment will be for 1 
year in the first instance and will be renewable for a further 
period of 2 years 

Applications (12 copies), together with the names of 2 referees, 

should be sent not later than Tuesday, 23rd April, 1957, to 
Mr. W. F. Davis, Deputy Secretary, Royal College of Surgeons 
of England, Lincoln’s Inn-fields, W.C.2, from whom further 
particulars may be obtained (Tel. : HOLborn 3474). 
THE UNIVERSITY OF LEEDS. UNITED LEEDS HOS- 
PITALS. Applications are invited for appointment as SENIOR 
REGISTRAR AND TUTOR IN DERMATOLOGY at a salary 
on the scale £1100—-8100—€1400 a year. Applicants who have held 
posts as Senior Registrar in General Medicine or who hold 
membership of the Royal College of Physicians will be con- 
sidered; they need not have had specialised experience in 
dermatology. 

Applications (3 copies), stating date of birth, qualifications, 
details of present and previous appointments with dates, and 
experience of teaching, together with the names of 3 referees, 
should reach the Registrar, The University, Leeds, 2 (from whom 
further particulars may be obtained), not later than 20th May, 


957. 
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THE UNIVERSITY CFFLIVERPOOL. Department of 
OBSTETRICS AND GYNECOLOGY Applications are invited for 
the whole-time post of TUTOR IN OBSTETRICS, resident in 
Mill Road Maternity Hospital. Previous resident experience in 
obstetrics and gynecology is essential and higher qualifications 
in these subjects are desirable. The appointment will be for 1 
year in the first instance, commencing as soon as can be arranged 
with the successful candidate. The salary, based on the current 
salary scheme which is under revision, will be within the range 
£600—£1200 p.a., according to qualifications and experience, 
together with board-residence. 

Applications, stating age, qualifications and experience, 
together with the names of 3 referees, should be received not 
later than 29th April, 1957, by the undersigned, from whom 
further particulars of the conditions of the appointment may be 
obtained. STANLEY DUMBELL, Registre. 
UNIVERSITY OF DUBLIN. Trinity College. App 
tions are invited for the post of ASSISTANT LECTU RET 
IN PHYSIOLOGY (salary £650-£50-£750). 

Further information may be obtained from the 
Trinity College, 
Sth June, 1957. 
THE WELSH NATIONAL SCHOOL OF MEDICINE. 
(UNIVERSITY OF WALES.) Applications are invited for the full 
time appointment of LECTURER in the Department of Pharma- 
cology. Medical qualific ation desirable but not essential. Salary 
within the scale £700—£100-—£1500 p.a., subject to revision now 
under conside mon ng Point of entry according to qualifications 
and experience. Superannuation and child allowance schemes 
apply to this appointment. 

Further particulars may be obtained from the undersigned, 
whom applications should be received within 3 weeks of the 
appearance of this — rtisement. 

34, Newport-road, Cardiff. F. 


Hospital Services : Senior Appointments 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) CONSULTANT PHYSICIAN (3. half-days a_ week), 
Mount Vernon Hospital, Northwood, Middlesex (551 Beds). 

Appite ations before 13th May, 1957. 

(2) CONSULTANT RADIOLOGIST (3 half-days a week), 
Highlands General Hospital, Winchmore Hill, N.21 (732 Beds). 

Applications before 15th May, 1957. 

(3) CONSULTANT PATHOLOGIST with special interest in 
bacteriology, whole-time or maximum sessions. Ashford Hospital, 
Ashford, Middlesex (562 Beds). 

Applications before 20th May, 1957. 

Hospitals may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Secré 

tary. North West Metropolitan Regional Hospital Board, 114, 
Portland-place, W.1. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited from registered medical practitioners for the post of 
SENIOR HOSPITAL MEDICAL OFFICER to the Psychiatric 
Department of the Royal Free Hospital Group for 8 sessions 
per week. Duties to commence as soon as possible. Terms and 
conditions of service in accordance with those laid down by the 
Ministry of Health. 

Application should be made, together with the names of 3 
referees, to the Hospital Secretary, Royal Free Hospital, Gray’s 
Inn-road, W.C.1, not later than 20th May, 1957. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
London, W.C.1. (DENTAL DEPARTMENT.) Applications are invited 
for the appointment of CONSULTANT in Radiology to attend 
the Dental Department 3 half-days a week from Ist October, 1957. 

Applications (12 copies), with names of 3 referees, to Adminis- 

trator and Secretary by 11th May, 1957. 
WHITTINGTON HOSPITAL, London, N.19. Locum 
Tenens ASSISTANT ORTHOPADIC SURGEON (Senior 
Hospital Medic al Officer grade), non-resident, required from 23rd 
April, 1957, to 10th May, 1957. 

Write or call Medical Superintendent 
Extension 100). 

BRISTOL CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD. Applications are invited for the appointment 
of a CONSULTANT ANA®STHETIST to the Bristol Clinical 
Area. The appointment may be held on a whole-time or maximum 
(9 sessions) part-time basis. The successful candidate will be 
required to work mainly at Southmead Hospital, Bristol, and 
at other hospitals in the Group, but may be required to visit 
other hospitals in the Clinical Area as determined by the Regional] 
Board from time to time. At Southmead Hospital there are 570 
Beds, including 138 maternity beds, the Obstetric Professorial 
Unit of the University of Bristol being located at the Hospital. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with the names and addresses of 2 
referees, — be sent to the Secretary of the Regional Hospital 
Board, 27, Tyndalls Park-road, Bristol, 8, not later than 4th May, 
957. 


Registrar, 
Dublin, who will accept applications until 


DODSWORTH, Secretary. 








(ARChway 3070, 


BIRMINGHAM REGIONAL HOSPITAL BOARD. Burton 
ROAD HOSPITAL, DUDLEY. Whole-time CONSULTANT PHYSI- 
CIAN AND MEDICAL SUPERINTENDENT. Special experi- 
ence gerontology and higher qualification essential. Resident. 
Applications (15 copies), stating name, age, nationality, present 
and previous appointments and details of 3 referees, to Secretary, 
Regional Hospital Board, 10, Augustus-road, Birmingham, 15, 
by 13th May. 
LEEDS REGIONAL HOSPITAL BOARD. Part-time 
CONSULTANT (9 notional half-days per week) in Pathology for 
duties at hospitals in the Bradford area. Person appointed to 
reside in Bradford. Post vacant on 2lst September, 1957. 
Applications (12 copies), stating age, qualifications and 
details of appointments held, showing dates, with the names 
and addresses of 3 referees, to the Secretary, Park-parade, 
Harrogate, not later than 20th May, 1957. 
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LEEDS REGIONAL HOSPITAL BOARD. Applications 
are invited from medical practitioners for the appointment of 
REGIONAL PSYCHIATRIST. The person appointed will be 
employed for 7/liths of his time on administrative duties on 
the staff of the Senior Administrative Medical Officer at the 
Board’s Headquarters, Harrogate (salary scale, Whole-time, 
£2300-£2875 p.a.) and for 4/liths of his time on Consultant 
clinical work (salary scale, Whole-time, £2100-£3100 p.a.). The 
proportion of time spent on administrative and clinical duties 
will be subject to review from time to time. It is hoped that 
arrangements will be made for the successful candidate to work 
in association with the Leeds University Department of Psychi- 
atry for at least 1 session per week. Candidates should hold high 
qualifications in medicine and psychiatry and have wide experi- 
ence in general psychiatry, including administrative experience 
of both inpatient and outpatient work 

Applications, with full details of qualifications and experience, 
together with the names of 3 referees, to be sent to the Secretary, 
Park-parade, Harrogate, by 10th May, 1957. 


LIVERPOOL REGIONAL HOSPITAL BOARD. Liverpool 
HOMCEOPATHIC HOSPITAL. Applications are invited for the post 
of Part-time CONSULTANT OBSTETRICIAN AND GYNAE- 
COLOGIST giving 1 notional half-day per week at the above 
Hospital. Applicants should possess the M.R.C.O.G.,. and a 
higher qualification in surgery would be considered an advantage. 
Forms of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 
than 4th May, 1957. 
VINCENT COLLINGE, Secretary to the Board. 


MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Additional Part-time (8 half-days weekly) CONSUL 
TANT E.N.T. SURGEON, Blackburn and District Hospital 
Centre, mainly at Blackburn Royal Infirmary (262 Beds). 
Wide experience and higher qualification esse ential ; appointee 
to live in or near Blackburn. 29th April, 1957. 

(6) Whole-time NON-RESIDENT {SSISTANT RADIO- 
LOGIST (Senior Hospital Medical Officer), Burnley and District 
Hospital Centre, mainly at the Victoria Hospital, Burnley, 
but including duties at Burnley General and Reedyford Memorial 
Hospitals. Good experience and higher qualifications required ; 
appointee to live in or near Burnley. Ist May, 1957. 

(c) Whole-time RESIDENT ASSISTANT PHYSICIAN 
(infectious diseases), Senior Hospital Medical Officer, at Lady- 
well Hospital, Salford, with some duties at Astley Hospital, 
near Leigh. Good experience in general medicine, particularly 
in diagnosis and treatment of infectious diseases, essential. 
30th April, 1957. 

Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 
NEWCASTLE REGIONAL HOSPITAL BOARD. New- 
CASTLE GENERAL HOSPITAL—DEPARTMENT OF PSYCHOLOGICAL 
MEDICINE. CONSULTANT PSYCHIATRIST (child guidance), 
whole-time or maximum part-time, for a detached Child Guid- 
ance Unit to be opened at the above Hospital. The person 
appointed will be responsible for the organisation of the work 
of the clinic, for which a staff of 2 Medical Officers, a Psycho- 
logist and a Psye hiatric Social W orker r has been provided initially 
with additional sessions by visiting Psychiatrists. The Clinic 
will work in coédperation with the Department of Pediatrics 
and will be closely associated with the University Department 
of Psychological Medicine under the general direction of the 
Professor of Psychiatry. It will be used as the training centre 
in the region for child psychiatry. The successful candidate will 
be expected to participate in teaching and research and will be 
given opportunities for devoting some time to adult psychiatry 
if he so wishes. It is anticipated that he will be offered appro- 
priate University status. Full particulars from Regional 
Psychiatrist. 

Applications, with names and addresses of 3 referees, to 

tegional Psychiatrist, Regional Hospital Board, Benfield- 
road, Newcastle upon Tyne, 6, within 28 days. 
OXFORD REGIONAL HOSPITAL BOARD. Consultant 
PHYSICIAN in Geriatrics (whole-time or maximum part-time ) 
to the Hospitals of the Reading Area. The Geriatric Services 
are based on Battle Hospital, Reading (172 Beds), and out- 
patient clinics, with 4 peripheral units (340 Beds). 

Applications (12 copies), stating age, qualifications, experience 

and the names of 3 referees, should reach the Secretary, 43, 
Banbury-road, Oxford, by 13th May, 1957. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Part- 
time CONSULTANT DERMATOLOGIST for 7 notional half- 
days per week required for North Lincs. Duties at Grimsby, 
Scunthorpe, Louth and Lincoln. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 4th May. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time DEPUTY PHYSICIAN-SUPERINTENDENT required 
for Lodge Moor Hospital, Sheffield. The successful candidate 
will work under the direction of the Physician-Superintendent. 

Salary scale £1575-£2025 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road. Sheffield. Forms to be returned by 4th May. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL ROARD requires Part-time CONSULTANT ANASTHE- 
TIST (3 half-days per week) for the Croydon (Surrey) Group 
of hospitals. Duties mainly at Croydon General and Purley 
Hospitals. 

Applications by letter (5 copies), giving date of birth, qualifica- 
tions, experience, and names of 3 referees. to Secretary (35.1), 
South West Metropolitan Regional Hospital Board, 11a, Port- 
land-place, W.1, by llth May, 1957. Applicants may visit 
hospitals by local arrangement. 





SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT PSYCHIA- 
TRIST (Senior Hospital Medical Officer grade) at the Cassel 
Hospital (for functional nervous disorders), Richmond, Surrey. 
Candidates should possess D.P.M. and must have particular 
interest and experience in psycho-analysis. 

Applications by letter (5 copies), giving date of birth, qualifica- 
tions, experience, and names of 3 referees, to Secretary (8.1), 
South West Metropolitan Regional Hospital Board, 11a, Port- 
land-place, W.1, by 4th May, 1957. Applicants may visit 
Hospital by local arrangement. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT PSYCHIA- 
TRIST (Senior Hospital Medical Officer grade) at St. James’ 
Hospital, Portsmouth, who will act as Medical Officer in charge 
of the E.E.G. Department. Candidates should possess D.P.M 
and must have adequate E.E.G. experience 

Applications by letter (5 copies), giving di ate of birth, qualifica- 
tions, experience, and names of 3 referees, to Secre tary (3.1), 
South West Metropolitan Regional Hospital Board, 11A, Port- 
land-place, W.1, by 4th May, 1957. Applicants may visit 
Hospital by loc: al arrangement. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Part-time CONSULTANT PAZDIA- 
r RICIAN (2 half-days per week) at Queen Mary’s Hospital for 
Children, Carshalton, Surrey. 

Applications by letter (5 copies), giving date of birth, qualifica- 

tions, experience, and names of 3 referees, to Secretary (S.1), 
South West Metropolitan Regional Hospital Board, 114, Port 
land-place, W.1, by llth May, 1957. Applicants may visit 
Hospital by local arrangement. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Part-time CONSULTANT RADIO- 
LOGIST (9 half-days per week) for the Guildford Group of 
hospitals (8 half-days per week) and Brookwood (Mental) 
Hospital, Knaphill, Woking (1 half-day per week). Candidates 
must have D.M.R. and wide experience in radiology. 

Applications by letter (5 copies), giving date of birth, qualifica- 

tions, experience, and names of 3 referees, to Secretary (8.1), 
South West Metropolitan Regional Hospital Board, 11a, Port 
land-place, W.1, by llth May, 1957. Applicants may visit 
hospitals by local arrangement. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of CON- 
SULTANT SURGEON at Hairmyres Hospital, East Kilbride. 
The appointment will be whole-time or on the maximum part- 
time basis of 9 notional half-days per week. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, C.2, not later than 30 days after 
the publication of this advertisement. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Locum SENIOR RADIOLOGIST required for duties 
based on the Western Infirmary, Glasgow, for the period June 

September. Salary grading according to experience. 

Applications, naming 3 referees, to the Secretary, Western 
tegional Hospital Board, 64, West Regent-street, Glasgow, C.2 


SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Whole-time PSYCHIATRIST (Senior Hospital 
Medical Officer) to Dingleton Mental Hospital, Melrose. A 
house is available. 

Apply. giving particulars of age, qualifications and previous 
experience, and the names of 3 referees, to the Secretary, 
11, Drumsheugh-gardens, Edinburgh, 3, by llth May, 1957, 
from whom further particulars may be obtained. 


WELSH REGIONAL HOSPITAL BOARD. Whole-time 
SENIOR CASUALTY OFFICER required at Porth and District 
Hospital, in the Pontypridd and Rhondda Hospital Management 
Committee area. Preference given to candidates with experience 
of traumatic conditions. Salary within range of £1575-£2025. 
Tenure of appointment for a period not exceeding 4 years. 

Applications (12 copies), naming 3 refe -" es, to Senior Adminie- 
trative Medical Officer, Temple of Peace, Cathays Park, Cardiff, 
within 21 days. 
DUBLIN. THE ADELAIDE HOSPITAL AND TRINITY 
COLLEGE, DUBLIN. Applications are invited for the post of 
CLINICAL PATHOLOGIST (whole-time) to carry out routine 
diagnostic work in the Hospital laboratory, together with teaching 
and research in Trinity College. Salary in range of £900-—£1500, 
with contributory superannuation. 

Application forms with details of the post may be had from the 
House Governor, Adelaide Hospital, Peter-street. Dublin, to 
whom they should be returned not later than Ist May, 1957. 


Hospital Services : Junior Appointments 


BOLINGBROKE HOSPITAL, Wandsworth Common, 
London, 8.W.11. Locum SURGICAL REGISTRAR (resident) 
22nd-29th April, 1957, inclusive. 

Apply Hospital Secretary. 
BOLINGBROKE HOSPITAL, Wandsworth Common, 
§.W.11L. HOUSE SURGEONS (2) (resident) required from 9th 
and 23rd May, 1957, respectively. Open to registered practi- 
tioners and pre-registration candidates. 

Apply Hospital Secretary, enclosing copies of 3 recent testi- 
monials, by 17th April, 1957. 
BROMPTON HOSPITAL, 8.W.3. Applications invited 
for post of MEDICAL REGISTRAR (whole-time). Salary 
within the Registrar grade. The appointment is for 1 year, with 
eligibility for re-appointment. Candidates must hold the 
M.R.C.P. Diploma or the M.B. of a university. 

Applications, stating age, qualifications with dates, nationality 
and appointments held, together with copies of te stimonials, by 
27th April, 1957, to KENNETH A. F. MILEes, House Governor. 
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CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
Pre-registration RESIDENT HOUSE OFFICER required in the 
Obstetric and Gynecological Department. Post approved for 
D.Obst.R.C.0.G. and M.R.C.O.G. examinations. Pre-registra- 
tion candidates only will be considered. Appointment for 6 
months from 18th May. 

Applications, with 2 Medical 
24th April. 

CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
ANASTHETIC REGISTRAR required. Post recognised for 
F.F.A.R.C.S. Hospital may be visited by direct appointment. 

Application forms from, and returnable to, Group Secretary, 

Central Middlesex Group Hospital Management Committee, 
Park Royal, N.W.10, by 24th April, 1957. 
COLINDALE HOSPITAL, Colindale-avenue, London, 
N.W.9. (300 Beds.) NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD, Whole-time SURGICAL REGISTRAR 
(resident or non-resident), required at above Hospital. F.R.C.S. 
and previous experience an advantage. Work covers surgical 
treatment of pulmonary, orthopedic, urinary and tuberculous 
and non-tuberculous chest diseases. The Hospital is situated 
within easy access to central London and may be visited by 
arrangement with Physician-Superintendent. 

Application forms obtainable from, and returnable to, Group 

Secretary, Hendon Group Hospital Management Committee, 
Kdgware General Hospital, Edgware, Middlesex, by 20th April, 
1957. 
COLINDALE HOSPITAL, Colindale-avenue, London, 
N.W.9. (300 Beds.) SENIOR HOUSE OFFICER (resident 
or non-resident ), required at above Hospital to assist in thoracic, 
orthopeedic and genito-urinary surgery 

Apply, stating age, qualifications and experience and giving 
the names and addresses of 2 referees, to Group Secretary, 


testimonials, to Director by 


Hendon Group Hospital Management Committee, Edgware 
General Hospital, by 20th April, 1957. 
CONNAUGHT HOSPITAL, Walthamstow, €.17. (118 


HOUSE SURGEON required for 6 months (General 
and Spec ial De partments). Post vacant llth May, 
tecognised for F.R.C 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Hospital 
Management Committee, Forest Group, Langthorne-road, E.1i1. 
DREADNOUGHT SEAMEN’S HOSPITAL, Greenwich, 
8.E.10. CASUALTY AND RECEIVING-ROOM OFFICER 
(non-resident) required on 12th May. Post recognised by the 
Royal College of Surgeons. Salary £745 p.a. 


Beds, ) 
Surgery 
1957. 


Applications, stating age, nationality, qualifications and 
experience, with the names of 3 recent referees, should be sent 
to the Secretary at the above address as soon as possible and 


in any event not later than 20th April. 

EAST END MATERNITY HOSPITAL, 384398, Com- 
mercial-road, London, E.1. (60 Beds.) RESIDENT SENIOR 
OBSTETRICAL OFFICER (Senior House Officer). Post recog- 
nised for M.R.C.0.G. Vacancy on Ist May, 1957. 

Applications, with copies of testimonials, to the Secretary, 

Stepney Group Hospital Management Committee, Raine-street, 
Wapping, E.1. 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from pre-registration and registered Women 
medical practitioners for the post of FIRST HOUSE SURGEON, 
with charge of general surgical beds. Appointment for 6 months 
from ist June, 1957. Salary according to Ministry of Health 
scale for House Officers. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary, Elizabeth Garrett Anderson Hospital, 
by 24th April, 1957. 

ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from pre-registration and registered Women 
medical practitioners for the post of SECOND HOUSE PHYSI- 
CIAN, Appointment for 6 months from Ist June, 1957. Salary 
ace a to Ministry of Health scale for House Officers. 
Applications, with copies of 3 recent testimonials, should be 
se nt to the Secretary, Elizabeth Garrett Anderson Hospital, 
by 24th April, 1957. 
FRIERN HOSPITAL, London, N.11. ( 
tions are invited for the appointment 
OFFICER. Appointment for 1 year. 

Applications, stating full  entioniass and names of 2 referees, 

should be sent to the Secretary, Friern Hospital, New Southgate, 
London, N.11. 
Q@UY’S HOSPITAL, 8S.E.1. Applications are invited for 
the post of ANASST HETIC REGISTRAR (non-resident ) to the 
Department of Anzsthetics. The appointment will be until 
30th September, 1958, in the first instance, duties commencing 
as soon as possible. Applicants should have held a recognised 
resident post in anesthesia. 

Forms of application are obtainable from, and should be lodged 

with, the Superintendent, Guy’s Hospital, London Bridge, 
S.E.1, not later than 19tb April, 1957. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Whole-time 
NON-RESIDENT REGISTRAR (E.N.T.) required mid-July. 
F.R.C.S. or D.L.O. essential. Successful candidate to engage both 
in clinical work and research under direction but previous 
research experience not necessary. 

Applications, stating age, qualifications, experience, names of 
2 referees, to Secretary, Board of Governors, by 23rd April. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. 2 Whole-time 
NON-RESIDENT REGISTRARS (general medicine) required. 
1 to commence as soon as possible, the other on Ist July 

Applications, stating age, qualifications, experience, and hames 
of 2 referees, to Secretary, Board of Governors, by 23rd April. 


2400 Beds.) Applica- 
of SENIOR HOUSE 


48 





HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Whole-time 
NON-RESIDENT SENIOR HOUSE OFFICER (neurology ) 
re quired. This post would also give experience in general 
medicine. 

Applications, stating age, qualifications, experience, and names 
of 2 referees, to Secretary, Board of Governors, by 23rd April. 
HACKNEY GROUP HOSPITAL MANAGEMENT COM- 
12 months resident 


MITTEE. Applications are invited for the 
appointment of SENIOR HOUSE OFFICER (anesthetics), 
now vacant. Duties shared between German Hospital, E.8 


(157 Beds—General), and The Mothers’ Hospita] (Salvation 
Army), E.5 (110 Beds—-Maternity ), with residence at the German 
Hospital. The post offers experience in general surgical anes- 
thesia and is approved for the Diplomain Anesthetics. Facilities 
for study provided. 


Apply Group Secretary, Hackney Hospital, London, E.9, 
quoting GH/SHO, by 18th April. 
HACKNEY HOSPITAL, London, E.9. (General—841 


Beds.) Applications are invite d from registered practitioners for 
the 6-months resident appointment of Registered HOUSE 
PHYSICIAN (vacant 29th April) and should be sent to the 
Group Secretary, above address, by 17th April, quoting HH/HP. 


HOSPITALS FOR DISEASES OF THE CHEST. Appli- 
cations invited for post of SENIOR SURGICAL REGISTRAR 
(whole-time). The appointment is for 1 year with eligibility for 
re-appointment and will involve duties within the Group. 
Candidates must hold the Diploma of F.R.C.S 

Applications, stating age, qualifications with dates, nationality 
and appointments held, together with copies of testimonials, by 
6th May, 1957, to— 

KENNETH A. F. MILEs, Secretary to the Board. 

Brompton Hosnital, London, 8.W.3. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 60, 
Grove End-road, London, N.W.8. Applications are invited ‘trom 
pre-registration or registered medical practitioners (Male) for the 
appointment of HOUSE SURGEON, to become vacant on 29th 
May, 1957. This post is recognised for purposes of the F.R.C.S 
(Eng.). Appointment will be for a period of 6 months. National 
Health Service salary. 

Applications should reach the Secretary on or before Monday, 
29th April, 1957, together with copies of 3 recent testimonials. 


HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 60, 
Grove End-road, London, N.W.8. Applications are invited from 
pre-registration or registered medical practitioners (Male) for 
the appointment of HOUSE SURGEON to the Midwifery and 
Gymecological Departments, to become vacant on 3rd June, 1957. 
Appointment will be for a period of 6 months. National Health 
Service salary. 

Applications to reach the Secretary on or before Monday, 29th 
April, 1957, together with copies of 3 recent testimonials. 


METROPOLITAN HOSPITAL, Kingsland-road, London, 
E.8. Applications are invited from registered medical practi- 
tioners for the post of RESIDENT SENIOR HOUSE OFFICER 
(Aneesthetist ). Post is recognised for the F.F.A.R.C.S. 

Apply, stating age, nationality, qualifications and experience, 
together with 2 testimonials, to the Hospital Secretary. 


MIDDLESEX HOSPITAL, W.1. A pplications invited for 
the post of ASSISTANT MEDIC AL OFFIC ER in the Hearing 
Aid Clinic. Appointment involves 3 sessions weekly with salary 
£175 p.a. per session. 

Applications, naming 2 referees, should be sent to the Deputy 
Superintendent by 4th May. 

MILE END HOSPITAL, Bancroft-road, London, E.1 
(484 Beds.) CASUALTY AND RECEIVING WARD OFF ICER 
(Senior House Officer). Recognised for F.R.C.S. Post vacant 
15th May, 1957. 

Application forms, obtainable from Physician-Superintendent 

to be returned by 19th April with copies of not more than 
testimonials. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. ANASSTHETIC REGISTRAR (non-resident) for 
whole-time duties, at hospitals in the Central Middlesex Group 
—mainly at Acton and Willesden General Hospitals. Officer 
would receive mileage allowance for the use of car. Appointment 
for 1 year, renewable. Hospitals may be visited by direct 
appointment. 

Application forms from, and returnable to, Group Secretary, 

Central Middlesex Group Hospital Management Committee, 
Park Royal, N.W.10, within 10 days. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
CASUALTY OFFICER (Senior House Officer grade). .6 months 
appointment, starting Ist May. Non-resident. Recognised for 
F.R.C.S. 3 Casualty Officers employed : duties include serviee 
with the 3 main Surgical Units. 

Applications, stating age, nationality, qualifications, experi- 

ence, with copies of recent testimonials and/or names of 2 
referees, to Secretary of Hospital immediately. 
PRINCE OF WALES'S GENERAL HOSPITAL, N.15. 
Applications are invited from registered medical practitioners 
for the appointment of RESIDENT SENIOR HOUSE 
PHYSICIAN (third post) to the above Hospital for a period 
of 6 months from 22nd May, 1957. 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, to be returned by 
24th April, 1957. 

PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
Applications are invited from qualified medical practitioners 
for the appointment of RESIDENT JUNIOR HOUSE SUR- 
GEON for casualty (pre-registration first or second post) to 
eat Hospital for a period of 6 months, vacant 27th May, 

Die 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, to be returned 
by 27th April, 1957. 
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NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

2 SURGICAL REGISTRARS (1 resident, 
reside mt), Poplar Hospital, London, E.14. 
F. R.¢ 

SU RGIC AL REGISTRAR (resident or non-resident), Old- 
church Hospital, Romford, Essex. Recognised for F.R.C.S. 

REGISTRAR in Obstetrics and Gynecology (resident), 
ior 1 Hospital, London, E.11. Recognised for D.Obst. 

t.C.0.G 

REGISTRAR in Obstetrics and Gynecology 
Prince of Wales’s General Hospital, 
Bearsted Memorial Hospital 
Newington branches). 

ANAESTHETIC REGISTRAR (resident—married quarters 
available), Tilbury and Riverside General Hospital, Tilbury, 
Essex, end other hospitals in the Group. Recognised for 
F.F.A.R.C. 

ANAST HE TK 
General Hospital, 
F.F.A.R.C. 

a, IAT R IC REGISTRAR (resident or non-re a nt), 

Matthew’s Hospital (320 Beds), Shepherdess-walk, 

“30 RGICAL REGISTRAR (resident), Victoria 
Romford, Essex. 

SURGIC: AL REGISTRAR (resident), Tilbury and Riverside 
Genera! Hospital (Acute Surgic al Unit,—74 Beds), Tilbury, 
Essex. Recognised for F.R.C. 

Appointments subject to re vie w after 1 yee 

Applic ation forms from Secretary, 114, Portiond- place, W.1, 
to be returned by 27th April, 1957. 

QUEEN MARY'S (ROEHAMPTON) HOSPITAL, London, 
8.W.15. (386 Beds.) SENIOR HOUSE OFFICER (surgical) 
required. National Health Service terms and conditions. 

Apply Medical Superintendent. 

QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. HOUSE SURGEON (Male or Female), House 
Officer, third post. 6 wwe’ commencing as soon as nossible. 
Post recognised for F.R. 

Applications, with the cane of 3 referees, to Hospital Secre 

tary by 29th April, 1957. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited from registered Men and Women medical practitioners 
for the posts of RESIDENT ASSISTANT PATHOLOGISTS at 
the above Hospital. 1 post vacant on Ist June, the other on 
Ist July, 1957. The appointments are for 6 months in the first 
instance, subject to possible re-appointment for a further 6 
months. Salary and conditions of service in accordance with the 
scale laid down by the Ministry of Health for House Officers. 

Application forms may be obtained from the Hospital 
Secretary, Royal Free Hospital, Gray’s Inn-road, W.C.1, to 
whom they should be returned not later than Ist May, 1957. 


ROYAL FREE HOSPITAL, W.C.1 Applications are 
invited for the post of SE NIOR RESIDEN’ fr MEDICAL 
OFFICER at the above Hospital. Duties, which are for 1 year 
in the first instance, to commence on 16th June, 1957. Terms and 
conditions of service in accordance with those laid down by the 
Ministry of Health for Junior Hospital Medical Officers. 

Application forms may be obtained from the Hospital Secre- 
tary, Royal Free Hospital, Gray's Inn-road, W.C.1, to whom they 
should be re turned not later than 15th May, 1957. 


ROYAL FREE HOSPITAL. Applications are invited for 
the post of SENIOR REGISTRAR to the Diagnostic X-ray 
Department of the Royal Free Hospital. The post is non- 
resident for 1 year in the first instance. Duties to commence 
as soon as possible. Candidates should be registered medical practi- 
tioners of not more than 10 years standing and should hold the 
D.M.R.(D.). 

Formal applications, giving details of experience, &c., together 

with the names of 3 referees, should be sent to the Secretary, 
Royal Free Hospital, Gray’s Inn-road, W.C.1, as soon as possible 
and not later than Ist May, 1957. 
ROYAL MARSDEN HOSPITAL, Fulham-road, London, 
S.W.3. Applications are invited for the post of SURGICAL 
REGISTRAR (full-time) to begin duty as soon as possible. 
Appointment for 1 year, eligible for re-election. 

Forms of application are obtainable from the House Governor, 

to whom applications, together with copies of 3 recent testi- 
monials, should be sent, not later than 3rd May, 1957. 
ROYAL MARSDEN HOSPITAL, Fulham-road, London, 
S.W.3. Applications are invited from registered medical practi- 
tioners for 2 posts of HOUSE SURGEON (resident). Salary 
£577 10s. p.a. The posts are tenable for 6 months from 28th 
June and Ist July respectively. 

Forms of application are obtainable from the House Governor, 

to whom applications, together with copies of 3 recent testi- 
monials, should be sent not later than 3rd May. 
ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT HOUSE SURGEON (Senior House 
Officer) to above Hospital for a period of 6 months from 3rd 
June, 1957. 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, N.15, to be returned by 
30th April, 1957. 
ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS. RESIDENT SURGICAL OFFICER (Senior Registrar 
grade) required for St. Paul’s Hospital on Ist June, 1957. Appli- 
cations invited from Male candidates on the British Register 
who have completed their training in general surgery. Appoint- 
ment for 6 months, with opportunity for a further 6 months if 
recommended. Candidate should be prepared to spend 1 year 
at the Hospital if required. 

Applications (12 copies), and the names of 3 referees, should 
reach the House Governor, St. Peter’s Hospital, Henrietta-street, 
W.C.2, by 4th May, 1957. 


1 resident or non- 
Both recognised for 


(non-resident), 
Tottenham, N.15, and 
(Hampton Court and Stoke 


REGISTRAR (resident), 
Bishop’s Stortford, Herts. 


Herts and Essex 
Recognised for 


Houpital, 





ir NORTHERN HOSPITAL, Holloway, London, 
N.7. 79 Beds.) NORTH WEST METROPOLITAN REGIONAL HOs- 
PITAL on CASUALTY REGISTRAR (resident) required 
at above Hospital. Experience in practical operative surgery 
an advantage. Recognised post for F.R.C.S. The Registrar 
appointed would be expected to deputise for the Resident 
Surgical Officer. Candidates may visit the Hospital by direct 
appointment. 

Application forms obtainable from, and returnable to, the 
Secretary, Royal Northern Hospital, N.7, by 23rd April, 1957 
ST. GILES’ HOSPITAL, Camberwell, 8S.E.5. House 
SURGEON (casualty duties, with some general surgical, E.N.T., 
and Eve beds). Recognised pre-registration post. 

Applications, with copy testimonials or names of referees, to 
Group Secretary, Camberwe 1] Hospital Management Committee, 
Dulwich Hospital, East Dulwich-grove, S.E.22. 

ST. JAMES’ HOSPITAL, Balham, London, S.W.12. 
Locum ANASTHETIC REGISTRAR required from 15th April. 

Applications, stating age, qualifications, experience and names 
of 2 referees, to Group Secretary at above address, immediately. 
(0185.) 

ST. JAMES’ 
SOUTH WEST 
AN ASTHETIC 


HOSPITAL, 
METROPOLITAN 
REGISTRAR. 


Balham, London, S.W.12. 
REGIONAL HOSPITAL BOARD. 

Post recognised for D.A. and 
F.F.A.R.C.S. 


Application forms, obtainable from Group Secretary, Wands- 
worth Hospital Group, at above address, to be completed and 
returned as soon as possible. (0184.) 

ST. MARY’S HOSPITAL CHILDREN’S DEPARTMENT, 
PRINCESS LOUISE KENSINGTON HOSPITAL FOR CHILDREN, 
St. Quintin-avenue, W.10. HOUSE OFFICER required (second 
or third post), medical, vacant Ist June, 1957. Pre-registration 
(second post) candidates considered. Recognised for the D.C.H. 

Applications to the undersigned not later than Thursday, 
25th April, 1957. A. ©. YOUNG, Secretary. 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of Part-time REGISTRAR to the E.N.T. Depart- 
ment for 2 notional half-days per week (Monday, A.M., Thursday, 
A.M.). The successful candidate will be required to take up his 
duties as soon as possible: remuneration to be at Registrar 
rates. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach, ALAN 
PowpiTcn, House Governor, not later than 23rd April, 1957. 
ST. NICHOLAS HOSPITAL, Plumstead, 8.E.18. Senior 
HOUSE OFFICER (Casualty Department), vacant Ist May. 
Recognised for F.R.C.S. 6 months resident appointment and 
may then be renewed for a further period. 


Apply to Group Secretary, Memorial Hospital, Woolwich, 
S.E.18. 
ST. THOMAS’S HOSPITAL, London, 8.E.1. Resident 


REGISTRAR to the Department of Anesthetics for a period of 1 
year in the first instance, from 25th June, 1957. 

Applications, naming 2 referees, to the Clerk of the Governors 
by 27th April, 1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Angesthetics to fill a vacancy in 
the approved trainee establishment at the Lewisham Group of 
hospitals. The appointment will be in accordance with the terms 
and conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, 11, Portland-place, London, W.1, net later than 
27th April, 1957 
TAVISTOCK CLINIC, 2, Beaumont-street, London, W.1. 
Applications are invited for the whole-time post of SENIOR 
PSYCHIATRIC REGISTRAR, commencing Ist September, 
1957, in the Department for Children and Parents. At least 1 
years previous experience in child psychiatry essential. Experi- 
ence in peediatrics and/or some training in psyche-analysis an 
advantage. Clinic may be visited by direct appointment. 

Application forms eutalnable from, and returnable to, Secre- 
tary to Committee, Paddington Group Hospital Management 
Committee, Harrow-road, W.9. by 30th April. 


WHITTINGTON HOSPITAL, London, N.19. Registrars 
(2) (whole-time) required for Obstetrical and Gynecological 
Department (85 obstetrical and 48 gynecological beds). Posts 
vacant Ist June, 1957. Both posts recognised for M.R.C.O.G. 
in Obstetrics and Gynecology. Hospital may be visited by 
direct appointment. 

Application forms obtainable from, and returnable to, Secre- 

tary, Archway Group Hospital Management Committee, 46, 
Cholmeley-park, N.6, within 10 days. 
WHITTINGTON HOSPITAL, London, N.19. Surgical 
REGISTRAR (whole-time) required for Neuro-surgical Unit. 
Pose vacant Ist May, 1957. Duties may include neuro-surgical 
work in certain mental hospitals. Hospital may be visited by 
direct appointment. 

Application forms obtainable from, and returnable to, Secre- 
tary, Archway Group Hospital Management Committee, 46, 
Cholmeley-park, N.6, by 22nd April, 1957. 

WEST LONDON HOSPITAL, Hammersmith-road, W.6. 

Applications invited from registered medical practitioners for 
the whole-time non-resident post of REGISTRAR in Chemieal 

Pathology. This post gives good experience in clinical and bio- 
chemical investigations. 

Applications, stating age, qualifications, experience, names of 
2 referees, to Secretary, Board of Governors, The Hammersmith, 
West London and St. Mark’s Hospitals, Ducane-road, London, 
W.12. by 23rd April. 
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wesT LONDON HOSPITAL, Hammersmith-road, BEDFORD GENERAL HOSPITAL. (439 Beds.) House 
London, W.6. Whole-time NON-RESIDENT REGISTRAR SURGEON required. Pre- or post-registration. Recognised for 


(orthopeedics) required as soon as possible. 
Applications, stating age, qualifications, experience, names of 
2 referees, to Secretary, Board of Governors, Hammersmith, 
West London and St. Mark’s Hospitals, Ducane-road, W.12, by 
23rd April. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post of REGISTRAR to Departments 
of Clinical Pathology and Bacteriology for 1 year in first instance. 
Post now vacant. 
Applications (5 copies), 
Governor by 27th April. 
ABERDEEN MENTAL HOSPITALS. 
(1) ABERDEEN ROYAL MENTAL HOSPITAL, ABERDEEN. 
(2) KINGSEAT MENTAL HOSPITAL, NEWMACHAR. 


with names of 2 referees, to House 


The undernoted medical staff required for the above Hospitals 
where all forms of modern treatment are undertaken and where 
there is association with the University Department of Mental 
Health. The hospitals are separate entities. 
SENIOR HOUSE OFFICERS. Salary £745 p.a., less £150 
for board, &e 
HOUSE OFF IC ERS (fully registered). Salary £525 p.a., 
less £125 for board, &c. 


Applications, giving full details of age, &c., are to be made to 
the appropriate Physician-Superintendent. 

ALTON, HAMPSHIRE. LORD MAYOR TRELOAR 
ORTHOPAEDIC HOSPITAL. UNIOR HOSPITAL MEDICAL 
OFFICER needed, Male or Female, non-resident. 

Write, with full details of experience, to Group Secretary. 
ALTON, HAMPSHIRE. LORD MAYOR TRELOAR 
ORTHOPAEDIC HOSPITAL. Applications are invited from registered 
medical practitioners for 2 Whole-time ORTHOPACDI( 
REGISTRARS Posts provide experience in non-pulmonary 
tuberculosis and general orthopeedics and include attendance at 
peripheral clinics. House available for married man, and quarters 
for single man. Canvassing disqualifies, but visit to Hospital 
welcomed. 

Apply Secretary for form. 

ALTRINCHAM GENERAL HOSPITAL, ANNEXE AND 
E.N.T. DEPARTMENT. (183 Beds.) SENIOR HOUSE OFFICER 
(surgical). This appointment affords excellent experience to 
suitably qualified candidates. Post recognised under F.R.C.S. 
regulations. Vacant mid-end April. 

Applications, with names of 2 referees, to Group Secretary, 
North and Mid-Cheshire Hospital Management Committee, 
Sinderland-road, Altrincham. 

ASHTON, HYDE AND GLOSSOP HOSPITAL MAN- 


AGEMENT COMMITTEE. HOUSE SURGEON required at Ashton- 
under-Lyne General Hospital. Preference will be Siven to 
pre-registration applicants. Recognised for F.R.C.S. (Eng. ): 


Vacant end of April. 

Applications, with copies of 2 testimonials, to Group Secretary, 

General Hospital, Ashton-under-Lyne, Lancs. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MAN- 
AGEMENT COMMITTEE. SENIOR HOUSE OFFICER required 
to assist Consultant Geriatrician in a modern unit which serves 
the area of the Hospital Management Committee, with main 
duties at Ashton-under-Lyne General Hospital. There is a full 
scope for the study of clinical medicine and the post is suitable 
for a young Physician wishing to work for higher qualifications 
or interested in social medicine and rehabilitation. 

Applications, together with 2 references, to the 
tary, General Hospital, Ashton-under-Lyne, Lanes. 
BARNSLEY CHEST SERVICE. Sheffield Regional 
HOSPITAL BOARD. Whole-time REGISTRAR (chest diseases) 
required. Single accommodation available at Wathwood Hos- 
pital. Duties at the Hospital and Barnsley Clinics under the 
supervision of the Consultant. Appointment for 1 year in first 
Instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 25th April, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) ORTHOPAEDIC HOUSE SURGEON (first, 
second, or third post) vacant now. Offers good oppor- 
tunity for general experience in busy acute general hospital. 
Approved pre-registration post. Fully qualified practitioners 
may apply. Recognised for F.R.C. 

Apply Group Secretary. 
BEVERLEY, YORKSHIRE. 
ASSISTANT PATHOLOGIST 
required in Area Laboratory. 
pathology. Salary £745. 

Detailed applications to Group Secretary. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 


Group Secre- 


WESTWOOD HOSPITAL. 
(Senior House Officer grade) 
Offers experience all branches of 


(229 Beds) Locum ORTHOPASDIC HOUSE SURGEON 
(Senior Ilouse Officer or House Officer grading according to 


experience ) 
Applications to Group Secretary. 


BEDFORD GENERAL HOSPITAL. (439 Beds.) 
2 resident Pre-registration HOUSE PHYSICIANS required 
approximately mid-May. 


Applications, stating age, qualifications, experience. copies 
of 2 recent testimonials, to Group Secretary, Bedford Group 
Hospital Management Committee, 3, Kimbolton-road, Bedford 
BEDFORD GENERAL HOSPITAL. (439 Beds.) Resident 
HOUSE SURGEON gynecology and obstetrics) required 
mid-May. Pre-registration post and recognised for D.Obst 
R.C.O.G. The Unit comprises 26 gynecological and 60 obstetric 
beds and a busy Outpatient Department. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Group Secretary, Bedford Group 
Hospital Management Committee, 3, Kimbolton-road, Bedford, 
by 26th April, 1957 
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F.R.C.S. Post offers exceptional opportunities for general 
experience in busy acute Surgical Units. 

Inquiries and applications, with copies of 2 recent testimonials, 
to Group Secretary, 3, Kimbolton-road, Bedford. 
BEDFORD GENERAL HOSPITAL. (439 Beds.) Ortho- 
PAEDIC HOUSE SURGEON required mid-May. Pre- or post- 
registration ; recognised for F.R.C.S. Post offers wide experience 
in a busy Specialist Orthopedic and Traumatic Unit. 

Inquiries and applications, with copies of 2 recent 
monials, to Group Secretary, 3, Kimbolton-road, Bedford. 
BOLTON. THE ROYAL INFIRMARY. (237 Beds.) 
RESIDENT HOUSE SURGEON for general surgical duties, 
vacant 29th April, tenable for 6 months and recognised under 
Pre-registration Service scheme. Also recognised for F.R.C.S 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, should be sent immediately 
to Group Secretary, Bolton and District Hospital Management 
Committee. The Royal Infirmary, Bolton. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (780 
Beds.) SENIOR HOUSE OFFICER (anesthetics), resident. 
Recognised for D.A. and F.F.A.R.C.S. Vacant 21st April, 1957. 
Extensive experience of anvzesthetics not necessary. Duties 
include list and emergency work in general surgery, gynecology, 
obstetrics, and E.N.T. at hospitals in the Group. 

Detailed applications, with copies of 3 recent 
to the Group Secretary. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) Coventry Group No. 20, Stoney Stanton-road, 


testi- 


testimonials, 


Coventry 
REGISTRAR (gynecology and obstetrics) for George Eliot 
Hospital, Nuneaton. Recognised D.Obst.R.C.0.G. Resident. 


Experience in specialty essential. Higher qualification desirable, 
(2) Shrewsbury Group (15), Royal Salop Infirmary, 
Shrewsbury 

REGISTRAR (obstetrics and gynecology), Royal Salop 
Infirmary/Copthorne Hospital. Recognised for M.R.C.0O.G. 
(Gynecology). Duties include teaching and considerable clinical 
responsibility. 

(3) Birmiagham Group 25 (Selly Oak), Oak Tree-lane, 
Birmingham, 29 

REGISTRAR 
Vacant now. Previous experience 
months) for Diploma in Pathology. 
Consultant Pathologist. 

(4) Wolverhampton 
Wolverhampton 

REGISTRAR (pathology), resident 
Experience in specialty an advantage Duties in all branches 
of clinical pathology centred on The Royal Hospital. 

Application forms from Group Secretaries to be returned by 

5th April, 1957. 

BIRMINGHAM REGIONAL HOSPITAL BOARD. Seily 
OAK HOSPITAL, BIRMINGHAM. (1059 Beds.) Whole-time SENIOR 
REGISTRAR in Radiology. Diploma in Diagnostic Radiology 
essential. De partment serves large general hospital and group 
of subsidiaries (including children’s, maternity, eye and E.N.T.) 
and provides experience throughout whole range of specialty. 
Successful candidate may subsequently be required to spend 
not more than 2 years in a selected hospital of the United Birm- 
ingham Hospitals under the interchange scheme agreed between 
the 2 Boards. 

Application forms from Secretary, 10, Augustus-road, 
ingham, 15, to be returned by 29th April, 1957. 
BIRMINGHAM, 29. SELLY OAK HOSPITAL. (Equipped 
Beds—955.) HOUSE PHYSICIAN. Recognised for Pre- 
registration Service. Appointment tenable for 6 months. 

Apply Medical Superintendent, giving qualifications, age, and 
experience and enclosing copies of 3 testimonials. 
BIRMINGHAM, 15. ROYAL ORTHOPADIC HOSPITAL. 
SENIOR HOUSE OFFICER. — Preferably with orthopedic 
experience. Recognised by Royal College of Surgeons. 336 Beds 
for long- and short-term ort thopeedic cases (non-traumatic) and 
extensive outpatient service 

Applications, with test fesenale 
Administrator. 
BIRMINGHAM. 


(pathology) for Birmingham Accident Hospital. 
essential. Recognised (12 

Further details from 
The Royal 


Group, Hospital 


or partly resident. 


Birm- 


or names of referees, to 
THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMINGHAM, 
16. Applications are invited for the post of RESIDENT 
CLINICAL PATHOLOGIST (Senior House Officer grade). Post 
vacant 12th June, 1957. The post is suitable for persons training 
for pediatrics or contemplating a career in pathology. The holder 
is expected to attend clinical rounds and meetings and to assist 
in the investigation of clinical problems. 

Forms of application obtainable from the House Governor and 
should be returned to him immediately 

G. A. PHALP, Secretary to the “Board of Governors. 

BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMINGHAM, 
16. Applications are invited for the appointment of RESLDENT 
MEDICAL OFFICER in the grade of Senior House Officer, 
vacant 7th July, 1957, for 1 year. 

Forms of application may be 
Governor and should be returned 
April, 1957. 

G. A. PHALP, Secretary to the Board of Governors. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMINGHAM, 
16. Applications are invited for the post of RESIDENT SU RGI- 


House 


30th 


obtained from the 
to him not later than 


CAL OFFICER (Registrar), vacant Ist August, 1957. for 1 year. 
Preference will be given to applicants with a knowledge of 
pediatric surgery and who hold a higher qualification. 
Forms of application may be obtained from the House 
Governor and —o7 be returned by 30th April, 1957. 
G. A. PHALP, Secretary to the Board of Governors. 
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BIRMINGHAM. UNITED BIRMINGHAM HOSPITALS. 
BIRMINGHAM AND MIDLAND HOSPITAL FOR WOMEN, Showell Green- 
lane, SPARKHILL, BIRMINGHAM, 11. Applications are invited from 


registered medical practitioners for the post of RESIDENT 
GYNAZCOLOGICAL HOUSE SURGEON for duty with the 
Professorial Unit from Ist June, 1957. The , sppointmne nt is 
recognised for the M.R.C.O.G. and D.Obst.R. ».G, 


Application forms, obtainable from the Biam aoe rnor at the 
above address, to be returned not later than 30th April, 1957. 
G. A. PHALP, Secretary. 


BOGNOR WAR MEMORIAL HOSPITAL. (32 Beds.) 
RESIDENT SENIOR HOUSE OFFICER required to work 
under visiting Consultant Surgeon and Physician ; also casualty 
work. Salary at present £745, less £150 p.a. for residence. 
Modern fully equipped theatre. Good liaison with Chichester 
main hospitals and with local general practitioners. Also gives 
opportunity for postgraduate reading. 


Apply, giving 3 referees names, to Group Secretary, Chichester 
Group Hospital Management Committee, 174, Broyle-road, 
Chichester. 

BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of GENERAL HOUSE SURGEON. The appoint- 


ment, which becomes vacant on 14th May, 1957, is recognised 
for the F.R.C.S. examination and for pre-registration purposes. 

Applications to the Hospital Secretary. - 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 


Shelley-road. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of RESIDENT SENIOR HOUSE OFFICER 


(anesthetics). The post, 
1957, is recognised for the D.A. 
ally tenable for 12 months. 
available. 

Applications to the Hospital Secretary. 
BRIDGE OF EARN HOSPITAL, Perthshire. Senior 
HOUSE SURGEON required for General Surgical Unit, to 
3lst July, 1957. Post recognised by the Royal College of Surgeons 
under the regulations for the F.R.C.s. 

Applications, giving details of age, qualifications, experience, 
and the names of 2 referees, should be sent to the Group Medical 
Superintendent, Perth Royal Infirmary, Perth. 


BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) 1 HOUSE SURGEON required mid-April. Recog- 
nised for pre-registration and F.R.C.s. 

Applications, stating usual particulars, and naming 2 referees, 

to the Administrative Officer. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) RESIDENT ANAESTHETIST (Senior House 
Officer grade) required for 1 year, with interchange of duties by 
agreement, at the Briguton General Hospital and other specialise “d 
units within the Brighton and Lewes Group. Post recognised for 
F.F.A.R.C. and D.A. Applications will be considered for 
permanent "pent or as locum 

Applications, stating age, nationality 

naming 2 referees, to the Administrative 
County Hospital. 
BURTON GENERAL HOSPITAL AND ANDRESSEY 
HOSPITAL, BURTON UPON TRENT. HOUSE SURGEON (gyneco- 
logical and obstetrics) required at above Hospital as from 
Ist July, 1957. Post recognised for pre-registration purposes. 

Apply Group Secretary. 

BURTON-ON-TRENT GENERAL HOSPITAL. 
HOSPITAL MEDICAL OFFICER AN-ESTHETIST required 
at the above Hospital as from Ist June, 1957. The post is 
normally resident but applicants for a non-resident post will be 
considered. 

Applications to Group Secretary, 
on-Trent, as soon as possible 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. FAIRFIELD GENERAL HOSPITAL. Applications are 
invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER (psychiatry). The appointment is for 1 year in the 
first instance, subject to renewal annually. This post is recog- 
nised for the D.P.M. for 12 months. 

Applications, with full details of age, qualifications, 
experience, together with names of 2 referees, 
mitted to H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 


CARLISLE. CUMBERLAND INFIRMARY. (331 Beds.) 
Applications are invited for the appointment of SENIOR 
HOUSE OFFICER (*“ Specials ’’—i.e., E.N.T. and Eyes). 

Applications, giving 2 names for reference purposes, should be 
ser t to the Group Secretary, East Cumberland Hospital Manage- 
ment Committee, Cumberland Infirmary, Carlisle. 


CARLISLE. GARLANDS HOSPITAL. (1060 Beds.) 
GARLANDS HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER at the above Mental Hospital. tesident post. 
Resident accommodation is available for which a deduction will 
be made. Salary scale £852 10s.—€55-£1182 10s. p.a. Appoint- 
ment subject to the National Health Service superannuation 
regulations and to the conditions and terms of service laid down 
by the Minister of Health. 

Applications, stating age, 
the name of 2 referees, should be sent to the 
tendent as soon as possible. 
COULSDON, SURREY. NETHERNE HOSPITAL. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER. All modern forms of treatment carried out in this 
Hospital of 2000 Beds, which is recognised for the D.P.M. The 
Physician-Superintendent will give further information or 
arrange for the Hospital to be visited. 

Apply for application forms from the Secretary without delay. 


which becomes vacant on 25th May, 
and F.F.A.R.C.S., and is norm- 
Experience with Thoracic Unit 


and experience, and 
Officer, Royal Sussex 


Junior 


General Hospital, Burton- 


and 
should be sub- 


qualifications and experience and 
Medical Superin- 





CAMBRIDGE. ADDENBROOKE’S HOSPITAL. 
PHYSICIAN for 6 months from Ist June. 
registration Service. 

Apply, stating age, nationality, 
with dates, and copies of 3 testimonials, to Secretary by 27th 
April. Interviews 7th May. 


CAMBRIDGE (near), FULBOURN HOSPITAL. Senior 
HOUSE OFFICER (resident or non-resident). Previous psychi- 
atric experience not required. This Hospital of 976 Beds is 
linked with the Cambridge University Department of Psychology 
and Addenbrooke’s Hospital, and provides a basic psychiatric 
training leading to the D.P.M 

Applications, stating age, qualifications and experience, 
names of 2 referees, should be sent to 

Dr. D. H. CLARK, Medical Superintendent. 
Fulbourn Hospital, near Cambridge. 


House 
Recognised Pre- 


qualifications and experience 


with 


CHEADLE ROYAL. Registered Mental Hospital. Appli- 
cations are invited for the appointment of a REGISTRAR. 
Facilities are offered for Junior Staff to become versed 


in all branches of psychiatry, and opportunities will be 
afforded for attendance at courses for the D.P.M. examination 
at Manchester University. Salary as per National Health Service 
scale. The Hospital operates outside the National Health Service, 
but reciprocity has been granted between the National Health 
Service superannuation scheme so that years of service are 
transferable in either direction. 

Applications, giving full details and enclosing copies of 3 

recent testimonials, should be sent to the Medical Superintendent, 
Cheadle Royal Hospital, Cheadle, Cheshire, within the next 
14 days. 
CHICHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. REGISTRAR in Gynecology and Obstetrics required 
from ist July. Gynecological beds at Royal West Sussex and 
St. Richard’s Hospitals, Chichester. Obstetric Unit (16 Beds) 
St. Richard’s Hospital and relief duties at 50-Bed unit at 
Rustington. Experience in both branches essential. Resident 
at St. Richard’s Hospital. National Health Service salary at 
present £850 p.a. first year, £965 second year, less £170 for 
residence. 

Application forms from Group Secretary, 174, 
Chichester. 
CHICHESTER. 


Broyle-road, 


ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE PHYSICIAN required 
for 6 months appointment. National salary scales for either 
provisionally or fully registered practitioners. Post approved 
for pre-registration practitioners. 7 Residents inciuding Resident 
Medica] Officer and House Physician. Vacant 29th April, 1957. 
Applications, stating age, experience, qualifications, with 
references or names of referees, to Senior Administrative Officer. 


CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON required for 
6 months appointment. National salary scale for first, second, or 
third pests. Post approved for pre-registration practitioners. 
Also recognised for F.R.C, 7 residents including Resident 
Surgical Officer and 3 mene Surgeons. Vacant immediately. 
Apply to Senior Administrative Officer. 
CHICHESTER. ST. RICHARD’S HOSPITAL. (400 
Beds.) CHICHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. 
tequired, 2 HOUSE SURGEONS for General Surgery (pre- 


registration) for 6 months only in the first instance. Posts 
vacant now. Posts recognised for F.R.¢ 
Applications, stating age, qualifications pane experience, giving 


names of 2 persons from whom reference may be obtained, should 
be sent to the Surgeon-Superintendent. 


COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for : 
Black Notley Hospital, Braintree, Essex (516 Beds) 

Post of SENIOR HOUSE OFFICER for Non-pulmonary 
Tuberculosis Unit of approximately 120 Beds, particularly for 
skeletal and renal tuberculosis. Recognised for F.R.C.S 

Essex County Hospital, Colchester, Essex (185 Beds) 

Post of SENIOR HOUSE OFFICER a). Post 
tenable for 1 year. Recognised for F.F.A.R.C.S. and D.A. 
The successful candidate will be called upon = ~ tn anzest hetics 
in other hospitals in the Group. 

Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. 

CREWE AND DISTRICT MEMORIAL HOSPITAL. 
(108 Beds Acute, and continuation 32 Beds.) 2 Pre-registration 
HOUSE OFFICERS (surgical) required. (Approved for F.R.C.S.) 
Salary and conditions in accordance with Whitley Council scale. 

Apply immediately, stating age, qualifications, &c., with names 
of 2 referees, to the Group Secretary, South Cheshire Hospital 
Management Committee, Barony Hospital, Nantwich, 
Cheshire. 

CROYDON GROUP HOSPITAL MANAGEMENT COM- 





MITTEE. MAYDAY HOSPITAL (611 Beds), GENERAL HOSPITAL 
(200 ome ORTHOPAEDIC REGISTRAR (Locum Tenens), 
15t® May—12th June, non-resident post. 


Applications in writing to— 
GEORGE A. PAINES, Group Secretary, 
Hospital Management Committee. 

General Hospital, London-road, Croydon. 

CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of HOUSE 
OFFICER to the Department of Obstetrics and Gynecology at 
the Cardiff Royal Infirmary and the Maternity Hospital. 
Appointment to commence Ist May, or as soon afterwards as 
possible. 

Applications, giving details of training and experience and the 
names of 2 referees, to the Secretary to the Board, at the Cardiff 
Royal Infirmary, Newport-road, Cardiff, within 1 week of the 
appearance of this advertisement. 

5 
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CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of SENIOR 
REGISTRAR in Anesthetics in the United Cardiff Hospitals. 

Application forms are available from the Secretary to the 
Board at the Cardiff Royal Infirmary, and should be returned 
not later than 27th April. 
CARDIFF. ST. DAVID’S HOSPITAL. Senior House 
OFFICER (resident) required in Accident Unit to commence 
12th May, 1957. Post offers ample opportunity for practical 
experience in management of all types of injury under direction 
of Consultant. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 


CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
Locum REGISTRAR ANASSTHETIST required 13th May 
9th June, inclusive. 

Apply, giving details of qualifications and experience, to the 
Group Secretary. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds. ) HOUSE SURGEON (pre-registration) or SENIOR 
HOUSE OFFICER (general surgery), vacant llth May. Recog- 
nised under F.R.C.S. regulations if held by Senior House Officer. 

Apply immediately, giving full details and 2 names for 

reference, to Secretary. 
DONCASTER ROYAL INFIRMARY. (330 Beds. Recog- 
nised for training for F.R.C.S. examination.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (orthopeedics) required. Appointment for 1 year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 25th April, 1957, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
(160 Beds.) Applications are invited for the post of HOUSE 
SURGEON, The post is recognised for pre-registration purposes, 
and is now vacant. 4 residents on staff. Salary in accordance 
with National Whitley scale. 

Applications, enclosing copies of 2 recent testimonials, to the 
Secretary, Noble’s Hospital, Douglas, Isle of Man. 
DRIFFIELD, YORKSHIRE EAST RIDING GENERAL 
HosMiTat.. (247 Beds.) HOUSE SURGEON (first, second, or 
third post), required now. Casualty, gencral surgery, ortho- 

vedics, and some gynrecology. Approved pre-registration post. 
‘ully qualified practitioners may apply. 

Apply Group Secretary, Westwood Hospital, Beverley, 

Yorkshire. 
DUMFRIES AND GALLOWAY HOSPITAL BOARD. 
SENIOR HOUSE OFFICER required for Lochmaben Hospital, 
Dumfriesshire (142 Beds) ; the Hospital is the area tuberculosis 
and chest diseases centre and offers wide experience in these 
specialties. 

Applications to Secretary, Royal Infirmary, Dumfries. 
ENFIELD MIDDLESEX. CHASE FARM HOSPITAL. 
Temporary REGISTRAR required in Department of Anesthesia 
from 8th April, 1957, for not less than 9 months, Post is 
recognised for D.A. and F.F.A.R.C.S., and affords a wide 
experience in practical anssthesia and tuition under Consultant 
supervision. 

Applications, with names and addresses of 2 referees, to the 

Group Secretary, Enficld Group Hospital Management Com- 
mittee, Chase Furm Hospital. 
ENFIELD, MIDOLESEX. CHASE FARM HOSPITAL. 
RESIDENT OBSTETRICAL AND GYNECOLOGICAL 
HOUSE SURGEON (pre-registration post), vacant early April. 
Unit comprises 44 maternity and 36 gynecological beds, and is 
recognised for purposes of D.Obst.R.C.O.G. and M.R.C.0O.G. 
quaeinadinn, but advertised post is only recognised for 
D.Obst.R.C.0.G 

Applic oe with the names and addresses of 2 referees, to 

the Group Secretary. Enfield Group Hospital Management 
Committee, immediately. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
Applications are invited for the post of RESIDENT PATHUOLO- 
GIST (Senior House Officer grade) for dutics in the Arca 
Laboratory and at other hospitals in the Group. The Area 
Laboratory is recognised for the Diploma of Pathology of the 
Royal Colleges of Physicians and Surgeons. Further information 
can be obtained from the Senior Pathologist. Appointment 
tenable for 1 year. Vacant 26th April. 1957. 

Applications, with the names of 2 referees, to the Group 
Secretary, Enfield Group Hospital Management Committee, 
immediately y 
ENFIELD, ‘MIDDLESEX. CHASE FARM HOSPITAL. 
Appointment of RESIDENT HOUSE SURGEON (third post), 
vacant 30th June, 1957. Post provides experience and duties 
in both general surgery and orthopedics. 6 months appointment. 
Post recognised for F.R.C.S. by the Royal College of Surgeons. 

Applications, with the names and addresses of 2 referees, to 

the Group Secretary, Enfield Group Hospital Management 
Committee. at Chase Farm Hospital. 
ENFIELD. WAR MEMORIAL HOSPITAL, Chase Side, 
ENFIELD, MIDDLESEX. RESIDENT SENIOR HOUSE OFFICER 
required for general medical and surgical duties at this acute 
General Hospital of 61 Beds. Vacant May. 12 months appoint- 
ment. 

Applications, with names and addresses of 2 referees, to the 
Group Secretary, Enficld Group Hospital Management Com- 
mittee, Chase Farm Hospital, The Ridgeway, Enfield, Middlesex. 


EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT ANASSTHETIST (Senior House Officer 
grade) required. 12 months appointment. 

Applications, stating age, qualifications and experience, with 
copies of 2 recent testimonials, should be sent by 27th April to 
Group Secretary at above address. 
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EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(702 Beds.) RESIDENT HOUSE SURGEON (general and 
genito-urinary ) for above Hospital. Post vacant 15th May, 1957. 
tecognised for F.R.C.S. and pre-registration purposes. 

Applications, stating age, qualifications and experience, and 

enclosing copies of 3 recent testimonials, to Medical Director of 
Hospital by 27th April, 1957. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
Applications are invited from pre-registration and registered 
medical practitioners for the appointment of HOUSE SURGEON 
(general surgery), vacant 23rd May, 1957. 

Applications, with copies of 2 recent testimonials, to the 

Hospital Secretary by 20th April, 1957, 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
Applications are invited from pre-registration and registered 
medical practitioners for the appointment of HOUSE SURGEON 
(obstetrics and gynecology), vacant 24th May, 1957. The post 
is eee for the M.R.C.O.G. examination (gynecology 
only). 

Applications to the Hospital Secretary, with copies of 2 

recent testimonials, by 2(¢th April, 1957. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
Applications are invited from pre-registration and registered 
medical practitioners for the post of HOUSE SURGEON 
(general surgery), vacant 16th May, 1957. 

Applications, with copies of 2 recent testimonials, to the 
Hospital Secretary immediately. 

GLASGOW. ROYAL HOSPITAL FOR SICK CHILDREN, 
YORKHILL, GLASGOW, C.3. 3 vacancies exist for RESIDEN T 
HOU SE OFFICERS in Surgical Peediatrics for term Ist August, 
1957, to 3lst January, 1958. These are pre-registration posts. 

Applications to Medical Superintendent. 

GLASGOW. VICTORIA INFIRMARY, Langside, 
GLASGOW. General Surgery. SENIOR HOUSE OFFICER 
required at above Infirmary. 

Applications, with names of 2 referees, to the Secretary, 
Board of Management for Glasgow Victoria Hospitals, 24, 
St. Vincent-place, Glasgow, C.1, not later than 20th April, 1957. 
GLOUCESTER. HORTON ROAD AND CONEY HILL 
HOSPITALS. (1598 Beds.) Applications invited for the appoint- 
ment of a JUNIOR HOSPITAL MEDICAL OFFICER. Hos- 
pital serves the North Gloucestershire Clinical Area, including 
Gloucester, Cheltenham, Stroud and Forest of Dean. High 
admission-rate (800). All modern methods of treatment. New 
units provided for treatment of neurotics and alcoholics. Expand- 
ing outpatient services, long-stay annexes and social clubs. 
Encouragement and opportunity for study. Salary and condi- 
tions Whitley Council. Flat available at mode rate rental. 

Applications, with names of 3 referees, to Physician-Superin- 

tendent within 14 days. 
GRIMSBY GROUP OF HOSPITALS. Sheffield Regional 
HOSPITAL BOARD. Whole-time RESIDENT or NON-RESIDENT 
REGISTRAR (obstetrics and gynecology) required. Appoint- 
ment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, by 25th April, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
QUILDFORD. ST. LUKE’S HOSPITAL. (389 Beds.) 
GUILDFORD GROUP HOSPITAL MANAGEMENT COMMITTER. The 
post of HOUSE SURGEON (pre-registration) which is recognised 
for the F.R.C.S., is now vacant. 

Applications, with copies of recent testimonials, should be sent 
to the Physician-Superintendent. 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds. ) HOUSE SURGEON required. Pre-registration 
post vacant 5th May, 1957. National scale of salary. 

Apply to Hospital Administrator. 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds.) HOUSE PHYSICIAN required. Pre-registration post 
vacant 16th May, 1957. National scale of salary. 

Apply to Hospital Administrator. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. wesT 
HERTS HOSPITAL Locum Tenens CASUALTY OFFICER 
(Junior Hospital Medical Officer) required for period 15th May 
4th June, inclusive. 

Applications, with copies of 2 recent testimonials, should 
be sent to the Hospital Secretary. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. WwesT 
HERTS HOSPITAL. HOUSE SURGEON (pre-registration) 
required. 

Applications, giving full details and copies of recent testi- 
monials, should be sent to the Hospital Secretary at once. 
HEREFORD. GENERAL HOSPITAL. (154 Beds.) House 
OFFICER (general surgery) required, pre-registration post. 
Hospital recognised by R.C.S. Duties include care of general 
surgical beds and in addition for 3 months of orthopedic beds 
and for 3 months of E.N.T. Beds. 

Applications, with copies of 2 testimonials, to be sent to 
the Group Secretary, Victoria House, Eign-street, Hereford. 


HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
RESIDENT HOUSE SURGEON required. Post vacant 15th 
April, 1957. Recognised as pre-registration post and for F.R.C.S. 
Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator. 
ISLE OF THANET HOSPITAL MANAGEMENT COM- 
MITTEE. THE GENERAL HOSPITALS. RAMSGATE (101 Beds) AND 
MARGATE (132 Beds). SENIOR HOUSE OFFICER (casualty). 
This new post, which covers the 2 hospitals with 27,000 attend- 
ances annually, affords excellent experience. Resident or non- 
resident. Application has been made for recognition for F.R.C.S 
Salary £819 10s. p.a., less £150 for residential emoluments. 
Applications, with copies of testimonials, to Hospital Secre- 
tary, General Hospital, Ramsgate. 
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HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 


HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON (pre-registration post), resident, and tenable for 
6 months. This post includes gynecology, E.N.T., and general 
surgery. 

Applications, with 2 recent testimonials, to the Hospital 
Secretary. 


ILKLEY. MIDDLETON HOSPITAL. (430 Beds.) Resident 


SENIOR HOUSE OFFICER (surgical) required for Major 
Thoracic Surgical Unit at the above Hospital. 
Applications, stating age, nationality, qualifications, and 


experience, to Hospital Secre tary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for tke post 
of HOUSE SU RGEON to the Senior Consultant General Surgeon, 
vacant on 2ist April, 1957. The post is recognised for pre- 
registration and for the F.R.C.S. examinations. 
Applications, with copies of recent testimonials, 
Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of SENIOR HOUSE SURGEON to the Fracture and Orthopedic 
Department, vacant immediately. The post is graded Senior 
House Officer and is recognised for the F.R.C.S. examinations. 
The Department has 2 Consultants, about 60 Beds and a large 
outpatient attendance ; it offers wide experience. 
Applications, stating age, nationality and experience, together 
with copies of recent te stimonials, to the Hospital Secretary. 


ISLEWORTH. WEST MIDDLESEX HOSPITAL. 
OFFICER (pre-registration), general surgery, vacant Ist June. 
Applications, stating age, qualifications, experience, with 
copies of up to 2 testimonials, to Group Secretary, South West 
Middlesex Hospital Management Committee, West Middlesex 
Hospital, Isleworth, by 25th April. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. House 
OFFICER (anesthetics). Post recognised by the Faculty of 
Aneesthetists. 
Applications, stating age 
of 2 referees, to Group Secretary, 


to Hospital 


House 


», nationality, qualifications, and names 
South West Middlesex Hospital 





Management Committee, West Middlesex Hospital, Isleworth, 

by 23rd April. 

ee te WEST MIDDLESEX HOSPITAL. Pre- 
istration HOUSE OFFICER—Orthopedic Unit. (58 Beds), 
vacant 17th April, 1957. 

Applic ations, stating age, qualifications, and experience, with 
copies of up to 2 recent testimonials, to Group Secretary, South 
West Middlesex Hospital Management Committee, West 
Middlesex Hospital, Isleworth, by 24th April. 


ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
SURGICAL REGISTRAR (locum) required from 8th April for 
an approximate period of 2 months. 


Applic — stating age, qualifications, and experience, with 
copies of up to 2 recent testimonials, to Medical Director, West 
Middlesex Hospital, Isleworth, by 17th April. 


ISLEWORTH. SOUTH MIDDLESEX HOSPITAL, 
Mogden-lane, ISLEWORTH. NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. REGISTRAR (whole-time), resident, vacant 


April. Hospital admits all types of infectious diseases and offers 
wide clinical experience. Excellent opportunities for post- 
graduate studies. Candidates may visit Hospital by direct 
appointment with Physician-Superintendent. 

Application forms obtainable from, and returnable to, Group 
Secretary, West Middlesex Hospital, Isleworth, by 23rd April, 
1957. 

KETTERING GENERAL HOSPITAL, Kettering. (130 
Beds. ) KETTERING AND DISTRICT HOSPITAL MANAGEMENT 


COMMITTEE. Applications are invited from registered medical 
practitioners for the appointment of SENIOR HOUSE OFFICER 


in Antmsthetics. Post vacant 14th April, 1957. Post recognised 
for D.A. _ 
Applications, giving details of qualifications and experience, 


and enclosing copies of 3 recent testimonials, to be sent to the 
Group Secretary at the above address. 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL, WORCESTERSHIRE. (112 Beds.) 2 HOUSE OFFICERS 
(surgical). Applications are invited for pre-registration posts. 
Both vacant immediately. 

Applications, with the 
Secretary. 
KNARESBOROUGH. 
tipley-road, KNARESBOROUGH. 
PITAL MANAGEMENT COMMITTEE. Applications are invited for 
the post of JUNIOR HOSPITAL MEDICAL OFFICER at 
the above Tuberculosis Hospital of 303 Beds. Resident accom- 
modation available for married or single person. Salary will 
be at the appropriate position on the scale £775—-£50-£1075 
with a deduction for board and lodging if resident. 

Applications, giving details of age, qualifications and experi- 
ence together with the names and addresses of 3 referees, to be 
forwarded to the Medical Superintendent at the above Hospital. 


LEEDS. THE UNIVERSITY OF LEEDS—UNITED 
LEEDS HOSPITALS. Applications are invited for appointment as 
SENIOR REGISTRAR AND TUTOR IN DERMATOLOGY 
at a salary on the scale £1100-£100-—£1400 a year. Applicants 
who have held posts as Senior Registrar in General Medicine or 
who hold membership of the Royal College of Physicians will be 
considered ; they need not have had specialised experience in 
dermatology. 

Applications (3 copies), stating date of birth, qualifications, 
details of present and previous appointments with dates, and 
experience of teaching, together with the names of 3 referees, 
should reach the Registrar, The University, Leeds, 2 (from whom 
further particulars may be obtained), not later than 20th May, 
1957. 


names of 3 referees, to the Hospital 


SCOTTON BANKS HOSPITAL, 
HARROGATE AND RIPON HOS- 


| 
| 
| 





LEEDS REGIONAL HOSPITAL BOARD. 
vacancies. 
General Medicine 

(i) Wakefield A Group (70 general medical beds) with addi- 
tional duties in the Wakefield B Group. 

(ii) York A and Tadcaster Group (130 general medical beds). 
Non-resident. 

General Surgery 

Hull Royal Infirmary (80 general surgical beds) and other 
hospitals in the Hull A Group including additional duties in the 
Casualty Department. Non-resident. 
General Orthopaedic Surgery 

(i) York A and Tadcaster Group. 
Duties mainly at York County and City Hospitals. Aggregate 
of 110 general surgical and 70 orthopedic surgery beds. Duties 
divided between general and orthopedic surgery. May include 
some duties in the Casualty Department. 

(ii) Halifax Group. 1 of 3 similar posts. Duties divided 
between general and orthopedic surgery (180 general surgical 
and 81 orthopeedic surgery beds). May include some duties in 
the Casualty Department. Preferably resident. 

Infectious Diseases 

Leeds Road Hospital, 
Resident. 

Orthopaedic Surgery 

Woodlands Orthopedic Hospital, Rawdon (100 Beds) and 
Orthopedic Outpatient Department, Bradford Royal Infirmary. 
Offers excellent training in all branches of Accident and Ortho- 
peedic Surgery. Resident. 

Pediatrics 

Victoria Hospital for Sick Children, 
hospitals with peediatric beds in the 
Hospital Management Committee Groups. 
Non-resident. 

Radiotherapy 

Regional Radium Institute, Bradford (50 Beds). 
resident. Unit provides a complete Radiotherapy 
approximately 1,000,000 population. 

Applications, stating age, qualifications and details of present 
and previous appointments, with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 25th April, 1957. 
LEICESTER ISOLATION HOSPITAL AND CHEST 
UNIT, Groby-road, LEICESTER. (328 Beds.) Applications are 
invited for the appointment of RE SIDENT SENIOR HOUSE 
OFFICER (surgical). Salary £745 p.a., less £150 residential 
emoluments. The appointment is tenable for 6 months, and may 
be extended for a further period of 6 months. Experience will be 
gained in all branches of thoracic surgery, including cardiac 
surgery. The post is recognised for the F inal Fellowship. ; 

Applications, giving age, qualifications, dates, &c., and copies 
of 2 recent testimonials, to be forwarded as soon as possible to the 
Department of Thoracic Surgery at the above Hospital. 
LINCOLN. ST. GEORGE’S HOSPITAL. (204 Beds. 


Registrar 


Resident or non-resident. 


Bradford (160 infectious diseases beds). 


Hull, and other general 
Hull A and East Riding 
(Aggregate 150 Beds. ) 


Preferably 
Service for 


Recognised for training for F.R.C.8.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(orthopedics) with outpatient clinic duties at the County 
Hospital, Lincoln, required. There are 42 orthopredic beds. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Bourd, Old 
Fulwood-road, Sheffield, by 25th April, 1957, giving age, 


nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

LIVERPOOL, 14. BROADGREEN HOSPITAL. Applica- 
tions are invited for the appointment of HOUSE SURGEON 
or SENIOR HOUSE OFFICER (resident) in the Thoracic 
Surgical Unit. The appointment is recognised for pre-registration 
purposes and the post will be graded according to the experience 


of the applicant appointed. Salary House Surgeon £467 10s.- 
£522 10s.-£577 10s. p.a., less £125 p.a. for resident charges. 
Senior House Officer £819 10s. p.a., less £150 p.a. for resident 
charges. - 

Application forms obtainable from the undersigned to be 


returned completed as soon as possible. 

H. BLYTHE, 
BOOTLE HOSPITAL. 
HOUSE PHYSICIAN from 
1957, recognised for Pre-registration Service. : 

Apply to Secretary, Walton Hospital, Liverpool, 9, stating 
age, qualifications, experience, names of 2 referees, and date of 
availability for duty. 

LUTON AND DUNSTABLE HOSPITAL. Senior House 
OFFICER (resident) in Medicine required. Post vacant Ist May, 
1957. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 2 recent testimonials, to 
Secretary of the Hospital as soon as possible. 
MID AND SOUTH WORCESTERSHIRE GROUPS OF 
HOSPITALS. DENTAL HOUSE OFFICER required for duties 
in above Groups. Post recognised for F.D.S. examination. Vacant 
lst July, 1957. 

Apftications, with the names of 3 referees, to Group Secretary, 
Mid-Worcestershire Hospital Management Committee, Birm- 
ingham-road, Bromsgrove, Worcs. 
MITCHAM. WILSON HOSPITAL, 
MITCHAM, SURREY. HOUSE PHYSICIAN 
pre-registration, vacant 18th April. 

Applications, stating age, qualifications, &c., with the names 
and addresses of 2 referees, to the Secretary at above address. 
MANCHESTER, 4. ANCOATS HOSPITAL. Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
(surgery) to act as Assistant Resident Surgical Officer and for 
duties in the Department of Orthopedic Surgery. Recognised 
for F.R.C 

Applic _. with names of 2 referees, by 22nd April, 1957, 
to Group Secretary, North Mane hester Hospital Management 
Cemmittee, Crumpsall Hospital, Manchester, 8. 


Group Secretary. 
There will 


LIVERPOOL, 20. 
24th April, 


be a vacancy for a 


Cranmer-road, 
(resident), not 
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MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (obstetrics and gynecology). The Hospital 
takes part in undergraduate medical teaching, and the post is 
recognised in obstetrics and gynecology for M.R.C.O.G. purposes. 

An application form should be obtained from the Group 

Secretary at the Hospital and returned within 7 days of the 
appearance of this advertisement. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. WITHINGTON 
HOSPITAL, MANCHESTER, 20. The Board invites applications for 
the post of REGISTRAR in Pathology, Group Laboratory, 
Withington Hospital (1088 Beds). The laboratory is recognised 
for the D.Path. examination, and facilities are available for 
training in all branches of clinical pathology. 

Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
REGISTRAR to the Department of Psychiatry, to commence 
as soon as possible. Whole-time, non-resident appointment for 
12 months, renewable. Applicants must have held house appoint- 
ments and possess a higher qualification. The successful applicant 
will be expected to participate in the teaching of the Depart- 
ment and to engage in research. 

Application form obtainable from the undersigned, to be 
returned not later than 27th April, 1957. 

Fk. J. CABLE, Secretary to the Board of Governors 


MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE PARK HOSPITAL, DAVYHULME. 
(General Hospital 133 Beds.) HOUSE PHYSICIAN (peediat 


rics) required for mid-May. Post -registration. There is a 
Midwifery Unit of 73 Beds and a Prediatric Unit which includes 
10 thoracic surgical beds. Recognised for D.C.H 

Application forms from Secretary 
MACCLESFIELD. PARKSIDE HOSPITAL MANAGE- 
MENT COMMITTEE. (1600 Beds.) MANCHESTER REGIONAL BOARD. 
Applications are invited for the post of RESIDENT REGI 
STRAR in Psychiatry. Facilities for attending the course for 
the D).P.M. at Manchester University will be granted and the 
Hospital is recognised by the Conjoint Board for the purpose of 
the D.P.M. The Hospital may be visited by appointment. 

Applications, with names of 2 referees, to be sent to the 
Medical Superintendent, Parkside Hospital, Macclesfield, 
Cheshire, to reach him by 20th April, 1957. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of HOUSE 
SURGEON. 6 months appointment. Post vacant now. 
Salary at the rate of £425-£525 p.a A deduction at the 
rate of £125 a year is made for board ‘and lodging, and other 
services provided 

Applications should be forwarded, as soon as possible, to the 
Administrative Officer at the Hospital 
MANSFIELD AND DISTRICT GENERAL HOSPITAL. 
(205 Beds. Recognised training hospital for F.R.C.S.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT or NON- 
RESIDENT REGISTRAR (orthopedics) required with duties 
in the Casualty Department. Post vacant 4th July. The success- 
ful candidate will also be required to undertake services at 
the Crow Hill Rehabilitation Centre, Debdale Hall and other 
hospitals in the Group. Appointment for 1 year in first instance 

Apply to Secretary, Sheftield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 25th April. 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees 
NORTHAMPTON GENERAL HOSPITAL. (482 Beds.) 
Immediate vacancy for HOUSE OFFICER (general surgery) 
Recognised for F.R.C.S. and pre-registration. 6 months appoint - 
ment in first instance 

Applications as soon as possible to 

Ss. G. HILL, Superintendent. 

OXFORD UNIVERSITY. UNITED OXFORD HOS- 
PITALS. SENIOR REGISTRAR in Ophthalmology at Oxford 
Eye Hospital. The ppointment will be for 1 year in the first 
instance and eligible, subject to satisfactory service, for extension 
to 4 years. Preference will be given to candidates with a higher 
qualification in ophthalmology If the snecessful candidate is 
interested in research, 3 sessions per week may be available in the 
Nuffield Laboratory of Ophthalmology Details of the appoint- 


ment from the Administrator, | nited Oxford Hospitals, Rad 
cliffe Infirmary, Oxford, 
Applications, on forms obtainable from the Secretary, Joint 


Committee for Senior Registrars, 43, Banbury-road, Oxford, 
must reach him by 27th April, 1957. 

OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in Accident and Orthopedic Surgery to the hospitals of North 
ampton Hospital Management Committee. The duties will be 
mainly at Northampton General Hospital, but will include work 


at the Manfield Orthopedic Hospital rhe appointment will 
be for L year and eligible for a second year. The successful 
candidate may live in or near the Northampton General 


Lospital 

Applications, on forms obtainable from the Secretary, Regis- 
trars Committee, 43, Banbury-road, Oxford, should reach him 
by 23rd April 
OXFORD. UNITED OXFORD HOSPITALS. Oxtord 
REGIONAL HOSPITAL BOARD SENIOR REGISTRAR (whole- 
time) in Obstetrics and Gynecology to the hospitals of the 
Northampton area. Applicants should hold the M.R.C.O.G. or 
equivalent. The scheme for providing experience in the United 
Oxford Hospitals for part of the appointment is available if 
mutually agreed. 

Applications, on forms obtainable from the Secretary, Regis 
trars Committee, 43, Banbury-road, Oxford, should reach him 


by 29th April, 1957 
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PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. SENIOR HOUSE OFFICER ip Anesthetics, vacant 
Ist May, 1957, for 2 months. Recognised for the D.A. and 
F.F.A.R.C.S. é 

Applications, giving age, nationality, and experience, with 
naanes of 3 referees, to be sent to— 

’. HALL, Deputy Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 

7, Nelson-gardenus, Stoke, Plymouth. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL 

ty NIOR HOUSE OFFICER in Medicine, vacant 12th June, 
195 

SENIOR HOUSE OFFICER in Casualty, vacant Ist July, 
1957. Recognised for the F.R.C.S. Central Casualty Department 
of the South Devon and East Cornwall Hospital, Freedom 
Fields, Plymouth. 

HOUSE PHYSICIANS (pre-registration posts), vacancies (2) 
Ist July, 1957. Freedom Fields Section. 

HOUSE SURGEONS (pre-registration posts), vacancies 9th 
June, Ist and 5th July, 1957. Recognised for the F.R.C.S. 
Gree nbank Road Section. 

HOUSE SURGEON (pre- registration post), vacant Ist May, 
1957. Recognised for the F.R.C Devovport Section. 

Applications, stating age, netienality, and experience, with 
names of 3 referees, to be sent to 

F HALL. Deputy Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 
7, Nelson-gardens, Stoke, Plymouth. 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 
(1) Royal Portsmouth Hospital (70 surgical beds) 
(a) SENIOR HOUSE SURGEON, vacant now. 
(6) HOUSE SURGEON, vacant now. Pre-registration post. 
(2) Chest Services of the Portsmouth Group 
SENIOR HOUSE OFFICER, vacant now. 
(3) Infectious Diseases Hospital 

SENIOR HOUSE OFFICER required with duties also on the 
tuberculosis wards and the Poliomyelitis, Diagnostic, and 
Respiratory Centre. Vacant Ist June. 

Applications, stating age, experience, and qualifications, 
together with the names of 2 referees, should be forwarded as 
soon as possible to E. H. HuRsT. 

St. Mary's Hospital, Milton-road, Portsmouth. 

PRESTON ROYAL INFIRMARY. (400 Beds.) Senior 
HOUSE OFFICER in Orthopedics. Post recognised for 
F.R.C.S. Vacant now. Bungalow available for married doctor. 

Applications, with names of 2 referees, to Group Secretary, 

Preston and Chorley Hospital Management Committee, Royal 
Infirmary, Preston. 
RAMSGATE. GENERAL HOSPITAL. (101 Beds.) 
SENIOR HOUSE OFFICER (surgical). Recognised for 
F.R.C.S. and D.A. Salary £819 10s. p.a., less £150 for residential 
emoluments. 

Applications, with copies of testimonials, to Hospital Secretary. 

RAMSGATE. GENERAL HOSPITAL. (101 Beds.) 
HOUSE PHYSICIAN. Approved pre-registration post. Salary 
at the rate of £467 10s.-£577 10s. p.a., according to experience, 
less £125 for residential emoluments. 
» Applications, with copies of testimonials, to Hospital Secretary. 
READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYN-ECOLOGY. (100 Beds.) Applications 
are invited from registered medical practitioners, Male and 
Female, for the resident appointment of GYNASCOLOGICAL 
HOUSE SURGEON at the Royal Berkshire Hospital, Reading. 
Post vacant immediately and tenable for 6 months. Post 
recognised for M.R.C.O.G., 

Write, stating age and ee ations with dates, nationality, 
and present post, with copy of 1 recent testimonial, to Secretary. 


READING. ROYAL BERKSHIRE HOSPITAL. (339 Beds.) 
READING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
(Male or Female) for the appointment of a SENIOR HOUSE 
OFFICER (anesthetics), vacant Ist May, 1957, for a period of 
1 year. Post recognised for F.F.A.R.C.S. Salary £745 p.a., less 
£150 for board-residence 

Write, stating age, qualific ations with dates, nationality and 
present post, together with the names of 3 referees, to the Group 
~ecretary, Reading and District Hospital Management Com- 
mittee. 3. Craven-road. Reading. 

REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. SENIOR HOUSE OFFICER (Male), 
mainly surgical. Post vacant immediately. . 

Apply to the Hospital Secretary. 

RICHMOND. ST.JOHN OF GOD'S HOSPITAL, Scorton, 
RICHMOND, YORKSHIRE. Vacancy on Ist May, for Male JUNIOR 
HOUSE MEDICAL OFFICER. Whitley scale 

Apply Rev. PRIOR. 

ROCHDALE INFIRMARY. Senior House Officer (anes- 
thetics) required. 

Applications, with names and addresses of 2 referees and full 
particulars, to Group Secretary, Central Offices, Birch Hill 
Hospital, Roeehdale, Lancs, as soon as possible. 

ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. BIRCH HILL HOSPITAL. HOUSE OFFICER 
(obstetrics and gynecology) post vacant. Pre- or post-registra- 
tion post of 6 months duration. Recognised for D.Obst.R.C.O.G. 

Apply to Group Secretary, Central Offices, Birch Hill Hospital, 

Rochdale, at once. 
ROCHESTER. ST. BARTHOLOMEW’S HOSPITAL. 
MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE PHYSICIAN required. Post vacant now 
and tenable for 1 year. Salary £819 10s. p.a., less £150 if resident. 

Applications, stating age, nationality, qualifications and 
experience, together with recent testimonials, to Hospital 
Secretary. 
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ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) RESIDENT HOUSE SURGEON required immedi- 
ately in the General Surgical Unit. Recognised for 
F.R.C.S. Open to either pre-registration applicants or to fully 
qualified practitioners. This very active Unit of a total of 
approximately 180 Beds affords ample opportunities for 
candidates to obtain first-class tuition and experience. The 
candidate appointed will be attached to a unit of approximately 
60 Beds. 

Applications should be forwarded immediately to the Group 

Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (resident or non-resident ) 
required for duties in the Casualty Department. Available for 
Male or Female applicants. This is a large General Hospital 
with specialised departments dealing with all types of acute 
medical and surgical cases. The post affords good opportunity 
for gaining tuition and experience. 

Applications should be forwarded immediately to the Group 
Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male) required immediately. 
(Not pre-registration appointment.) 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESI DENT HOUSE PHYSICIAN (Male) required immediately. 
Not pre-registration appointment. 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford. 

SALFORD ROYAL HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE. SENIOR HOUSE OFFICER in Pathology 
required. Resident. 

Applications, with names and addresses of 2 referees, to be 
addressed to the Secretary, Salford Royal Hospital, Chapel- 
street, Salford, 3, Lancs. 

SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Peediatric Surgery to the Edin- 
burgh Northern Group of hospitals. 

Apply, giving particulars of age, qualifications and previous 
experience, and the names of 2 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, 3, by 4th May, 1957. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Surgery at the Western General 
Hospital, Edinburgh, vacant on Ist August, 1957. 

Apply. giving particulars of age, qualifications and previous 
experience, and the names of 2 referees, to the Secretary, 
11, Drumsheugh-gardens, Edinburgh, 3, by 4th May, 1957. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. General Surgery. STRACATHRO HOSPITAL, BRECHIN. 
Applications are invited for the post of REGISTRAR in General 
Surgery at Stracathro (General) Hospital, Brechin (676 Beds— 
110 for general surgery). Applicants should have had previous 
experience in general surgery. Salary and conditions of service 
in accordance with national agreement. 

Forms of application and further particulars from the Secre- 
tary to the Board, 430, Blackness-road, Dundee, with whom 
applications must be lodged not later than 20th April, 1957. 


SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Aneesthetics. YUNDEE TEACHING HOSPITALS. Appli- 
cations are invited for a post as REGISTRAR in Anesthetics in 
the Dundee Teaching Hospitals—Dundee Royal Infirmary (534 
Beds) and Maryfield Hospital (370 Beds), the main general 
teaching hospitals associated with the University of St. Andrews. 
Salary and conditions of service in accordance with national 
agreement. 

Forms of application and further particulars from the Secretary 
to the Board, ** Braeknowe,’’ 430, Blackness-road, Dundee, with 
whom applications must be lodged not later than 27th April, 1957. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance : 

SENIOR REGISTRAR in Radiotherapy based at the Western 
Infirmary, Glasgow. 

REGISTRAR in Pathology based at the Victoria Infirmary, 
Glasgow. 

REGISTRAR in Medicine with primary duties in Endo- 
crinology based at the Royal Infirmary, Glasgow. 

REGISTRAR in E.N.T. Surgery for duties on a rotational 
basis at the Ear, Nose, and Throat Hospital and the Western 
Infirmary, Glasgow. 

Applications (12 copies), stating date of birth, qualifications, 

experience, present appointment, and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, by 27th April, 1957. 
SLOUGH. BUCKINGHAMSHIRE. UPTON HOSPITAL. 
ANAESTHETIC REGISTRAR (resident), required, with duties 
at other hospitals in the Group. Post recognised for D.A. and 
’.F.A.R.C.S. 

Forms of application from, and returnable to, Secretary, 

Windsor Hospital Management Committee, Alma-road, Windsor. 
by 21st April. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY. Applications invited for the non-resident post 
of SENIOR REGISTRAR or REGISTRAR to the Rupert 
Hallam Department of Dermatology at the above Hospital. 
Grade according to qualifications and experience. Post vacant 
16th July. 

Applications, stating age. qualifications, and experience, with 
the names of 3 referees, should be sent not later than 27th April, 
1957, to the Chief Administrative Officer, The United Sheffield 
Hospitals, West-street, Sheffield, 1 





SHEFFIELD. KING EDWARD Vil ORTHOPADIC 
HOSPITAL, Rivelin Valley-road, SHEFFIELD, 6. (144 Beds.) 
SHEFFIELD NO. 3 HOSPITAL MANAGEMENT COMMITTEE. Appblica- 
tions are invited from registered medical practitioners for the 
post of SENIOR HOUSE OFFICER (resident) at the above 
Hospital. The post, which is normally held for 1 year in the 
first instance, will be subject to the terms and conditions of 
service for hospital medical staff. Salary £745 p.a. Emolument 
charge £150 p.a. 

Applications, with names of 2 referees, to Group Secretary. 
Sheffield No. 3 Hospital Management Committee, Lodge Moor 
Hospital, Sheffield, 10. 

AMENDED ADVERTISEMENT 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR (psychiatry) 
required for duties at the Towers Hospital, Leicester, and at 
the Children’s Psychiatric Clinics in Leicester and Leicestershire. 
Possession of D.P.M. essential. Appointment for 1 year in first 
instance reviewable annually. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 25th April. 


SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) RESIDENT ANAS- 
THETIST (Senior House Officer). Post recognised for 


F.F.A.R.C.S. Registrar also employed. Vacant immediately. 

Applications and copy testimonials to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON, vacant 
immediately. Pre-registration candidates eligible. Recognised 
for the F.R.C.S. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHOTLEY BRIDGE GENERAL HOSPITAL, Shotley 
BRIDGE, CONSETT, CO. DURHAM. NORTH WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from suitably 
qualified medical practitioners for the whole-time post of 
JUNIOR HOSPITAL MEDICAL OFFICER (resident) in the 
Plastic Surgery Department (50 Beds). Salary scale 2775-£50- 
£1075 p.a. with deduction of £170 p.a. for board-residence. 

Applications, stating age, qualifications, experience, and 
enclosing copies of 2 recent testimonials, to the Group Secretary. 
SHOTLEY BRIDGE GENERAL HOSPITAL, Shotley 
BRIDGE, CONSETT, CO. DURHAM. NORTH WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
resident post of SENIOR HOUSE OFFICER (Plastic Unit), 
which is tenable for 12 months in the first instance, 6 months of 
which are recognised for the F.R.C.S. Salary is £745 p.a., less 
#150 for residential accommodation. 

Applications, together with testimonials, to the Group 

Secretary. 
SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds. ) SCUNTHORPE HOSPITAL MANAGEMENT COMMITTEE. 
Vacancy for HOUSE PHYSICIAN (1 of 2) end of April—pre- 
registration or Senior House Officer according to experience. 
Busy department with medicine, pediatrics, skins and eyes with 
busy outpatient clinics offering good experience. 

Applications, naming 2 referees, to Group Secretary. 
SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds. ) SCUNTHORPE HOSPITAL MANAGEMENT COMMITTEE. 
Vacancy for HOUSE SURGEON—pre-registration or Senior 
House Officer according to experience. Busy hospital offering 
good opportunity for experience. 

Applications, naming 2 referees, to Group Secretary. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
SENIOR REGISTRAR in Dental Surgery to the Tunbridge 
Wells Group of hospitals, available on Ist July, 1957. The 
duties will be mainly carried out in the Special Jaw Centre of 
the Plastic and Maxillo Facial Unit at East Grinstead. Con- 
siderable experience in the specialty is essential and a higher 
qualification is desirable. The appointment will be in accordance 
with the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 3 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 27th April, 1957. 


SOUTH-WESTERN REGIONAL HOSPITAL BOARD 
AND UNITED BRISTOL HOSPITALS. Applications are invited by 
the above Boards for the joint appointment of REGISTRAR in 
Peediatrics. The appointment will be held for 1 year in the first 
instance commencing on 18th June, 1957, and will be renewable 
for a further year. For the first year, the successful candidate 
will work at the South Devon and East Cornwall Hospital, 
Plymouth. When the appointment is renewed for a second year, 
the Registrar will be transferred to the United Bristol Hospitals 
with main duties in the Bristol Royal Hospital for Sick Children 
and tfle Bristol Maternity Hospital, a post in which the holder is 
normally appointed Tutor in Child Health in the University of 
Bristol. 

Applications, stating date of birth, qualifications, and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 
27, Tyndalls Park-road, Bristol, 8, not later than 30th April, 1957. 


SOUTHAMPTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER (anesthetics) for the Anesthetic Depart- 
ment of the Southampton Group of hospitals. Special facilities 
for working for F.F.A.R.C.S. and D.A. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
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SOUTHAMPTON CHILDREN’S HOSPITAL. (Recog- 
nised by Conjoint Board for D.C.H.) HOUSE OFFICER 
required 20th May, 1957. Total establishment of 3 residents. 
Salary, &c., as nationally advocated. 

Applications, with copies of testimonials, to be submitted by 
19th April, 1957, to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON GENERAL HOSPITAL. (471 Beds.) 
RESIDENT HOUSE SURGEON required beginning May. 
Pre-registration candidates eligible. 

Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) ORTHOPASDIC HOUSE SURGEON required. 
Post recognised for Pre-registration Service and tenable for 6 
months. The Hospital is the centre to which all trauma from a 
large industrial town and port is directed thus providing excellent 
experience in the treatment of traumatic conditions ; patients 
with orthopedic conditions are also drawn from a wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHEND GENERAL HOSPITAL. Applications are 
invited for the post of SECOND CASUALTY OFFICER (Senior 
House Officer grade) with duties in the Fracture and Orthopiedic 
Departme nt Reside a Zz ost vacant 29th April, 1957. The post 
is recognised for the F.R. 

Applications, bd ah ng qualifications and experience, with 
copies of recent testimonials, to reach the undersigned by 18th 
April, 1957. J. C. FIELD, Secretary. 
SOUTHEND-ON-SEA. GENERAL HOSPITAL. Locum 
ANZSSTHETIC REGISTRAR required for period 26th April- 
3rd August, 1957, inclusive. 

Applications, stating age, qualifications and previous experi- 
ence, to be sent to the undersigned as soon as possible. 

J. C. FIELD, Secretarv. 
SOUTHEND GENERAL HOSPITAL. (262 Beds.) Appli- 
cations are invited from pre-registration and fully registered 
practitioners for the post of HOUSE PHYSICIAN. Post vacant 
27th May. 

Applications, stating age, qualifications, experience, c., 
together with copies of recent testimonials, should reach the 
undersigned at the Hospital by 25th April, 1957. 

C, FLELD, Secretary. 

ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
CASUALTY OFFICER in the Senior House Officer grade, 
vacant from Ist May, 1957, at St. Helens Hospital (196 Beds). 
The post is approved for the 6 months training in casualty work 
required of candidates for the Fellowship of the Royal College of 
Surgeons 

Applications, stating age, qualifications, and experience, and 
giving 2 names for reference, should be forwarded immediately 
to N. RicHarps, Group Secretary. 

Whiston Hospital, Prescot 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY, (455 Beds.) HOUSE OFFICER (general 
curpery ry) required. Pre-registration post. Hospital recognised for 

R.C, 

Detailed applications, with copy 
Secretary, Hospital Management 
Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) HOUSE OFFICER (ortho 
predics) required. Recognised pre-registration post. Hospital 
recognised for F.R.C.S 

Applications, with copy testimonials, to Group Secretary, 
Hospital Management Committee, Princes-road, Stoke-on-Trent. 
SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for post of RESIDENT 
HOUSE SURGEON for General Surgical Unit of 80 Beds at 
Victoria Hospital. Recognised for F.R.C.S. and training under 
pre-registration internship regulations, and vacant on 18th May, 
1957. Married accommodation available. 

Full details, with names of 3 referees, to Secretary, 7, Okus- 
road, Swindon, immediately. 

TORQUAY. TORBAY HOSPITAL. (166 Beds.) Senior 
RESIDENT HOUSE OFFICER (anesthetics) required 21st 
April, 1957. There is a complement of 6 Resident House Officers, 
and the Hospital is recognised for the D.A. and the F.F.A.R.C.S. 

Applications, stating qualifications, age, nationality, with 
copy testimonials, to the Group Secretary, Torquay District 
Hospital Management Committee, Torbay Hospital, Torquay, 
S. Devon 
TORQUAY. TORBAY HOSPITAL. (166 acute genera! 
beds.) HOUSE OFFICER (medicine), Male or Female, required 
approximately 28th May, 1957. Pre-registration appointment. 
General duties which will include some work in the E.N.T., 
the Ophthalmic and Radiotherapy Departments. 

Applications, stating qualifications, nationality, age, together 

with copy testimonials (quoting Ref. F.955/80), to the Group 
Secretary, Torquay District Hospital Management Committee, 
Torbay Hospital, Torquay, 8. Devon. 
UXBRIDGE CHEST CLINIC, High-street, Uxbridge, 
MIDDLESEX. MEDICAL REGISTRAR. Candidates prepared 
to do reasonable number of sessions would be considered. Duties 
include work at Uxbridge Chest Clinic and at Mount Pleasant 
Hospital for Chest Disorders, Southall and Hillingdon Hospital. 
Non-resident post. Candidates require experience in general 
medicine and some experience in treatment of tuberculosis and 
diseases of chest. Further details from Chest Clinic Physician. 
Clinic and hospitals may be visited by appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Uxbridge Group Hospital Management Committee, 
The Furze, Pield Heath-road, Uxbridge. Middx, by 29th April. 


testimonials, to Croup 
Committee, Princes-road, 
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WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
HOUSE SURGEON (general surgery and orthopedic) required. 
Approved pre-registration appointment recognised for F.R.C.8. 
Post vacant Ist May, 1957. Salary and conditions of service in 
accordance with national recommendations. 

Applications to Group Secretary, 113, Northgate, Wakefield. 


WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
HOUSE SURGEON (general surgery, E.N.T. and ophthal- 
mology) required. Approved pre-registration appointment 
recognised for F.R.C.S. Post vacant Ist May, 1957. Salary 
and conditions of service in accordance with national recom- 
mendations. 

Applications to Group Secretary, 113. Northgate, Wakefield. 


WAKEFIELD. STANLEY ROYD HOSPITAL. Applica- 
tions invited for post of JUNIOR HOSPITAL MEDICAL 
OFFICER in Psychiatry. Salary scale £852 10s.—£55-—£1182 10s. 
p.a. Married accommodation may be available. 

Address written applications, giving full personal particulars, 
details of training, experience, &c., together with 2 names and 
addresses for reference, to W. BOWRING, Group Secretary. 

Victoria Chambers, Wood-street, Wakefield. 
WARRINGTON GENERAL HOSPITAL. (344 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (peediatrics), Male or Female. Post recognised for 
D.C.H. Seale of salary £745 p.a., less £150 for residential 
emoluments. 

Applications to be forwarded to— 

HenrRY L. Boot, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o The General Hospital, Warrington, Lancs. 


WARWICK (near). CENTRAL MENTAL HOSPITAL. 
(1400 Beds.) SENIOR HOUSE OFFICER. Neurosis Unit, 
adult and child psychiatry clinics, Departments of Electro- 
encephalography Occupational Therapy, Psychology and social 
work. Recognised for D 1. ‘lat available. 

Applications, with names and addresses of 3 referees, to 
Medical Superintendent within 14 days. 


WELSH REGIONAL HOSPITAL BOARD. Registrar 
(general medicine) Caernarvon and Anglesey Hospital Manage- 
ment Committee. Based Llandudno Generali Hospital, expected 
serve other hospitals in Group. Non-resident. Subject to 
review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) HOUSE SURGEON (post recognised by 
Royal College of Surgeons) required for general surgery with 
some E.N.T. duties. Approved pre-registration post. Vacant 
ist June. 

Applications, 
Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) SENIOR HOUSE OFFICER (orthopedics) 
required. Post recognised F.R.C.S. Wide experience available 
under Area Orthopredic team. Appointment for 6 months in first 
instance. Vacant immediately. 

Applications, with copies of 2 testimonials, to the Group 

Secretary. 
WOLVERHAMPTON GROUP. New Cross Hospital. 
RESIDENT JUNIOR HOSPITAL MEDICAL OFFICER 
required. Geriatric Department of 260 Beds. Consultant 
Geriatrician recently appointed and active inpatient treatment 
and outpatient clinics are being started. 


with copies of 2 testimonials, to the Group 


Applications to Group Secretary, The Royal Hospital, 
Wolverhampton. 
WORCESTER ROYAL INFIRMARY. (213 Beds.) House 


SURGEON (pre-registration or otherwise) required from lst May 
for general surgery post at this busy, acute Hospital. The 
appointment offers wide and varied experience and is recognised 
for the F.R.C.S. examinations. 

Applications to Hospital Secretary. 


WORTHING HOSPITAL, Lyndhurst-road, Worthing. 
(210 Beds——-Acute general.) The post of HOUSE SURGEON 
is now vacant. 

Applications from either registered medical practitioners or 
pre-registration candidates, stating age, qualifications, experi- 
ence, nationality, and enclosing copies of 2 recent testimonials, 
to be forwarded to the Hospital Secretary immediate ly. 

A. V. OaKTON, Group Secretary, 
Worthing Group Hospital Management Committee. 


CANACA. NORTHWESTERN GENERAL HOSPITAL, 
TORONTO, 9, ONTARIO. Accredited Hospital, 110 Beds, requires 
INTERNES. Applications are being considered for Rotating 
Interneship. Pay $150 per month, plus room and board. Ideal 
preparation for general practice in oronto area. 

British University qualifications accepted in Canada. 


CANADA. er. ay” S HOSPITAL, Vancouver, British 
COLUMBIA, CANADA. Applications are invited for l-ycar JUNIOR 
ROTATING IN’ r E RNESHIPS at approved large general hos- 
pital. Remuneration $150 per month. Assistance with fare will 
be considered, details on request. 

Apply—Sister Superior, St. Paul’s Hospital, 
street, Vancouver, British Columbia, Canada. 
American or British graduates only are acceptable. 


IOWA, U.S.A. [OWA METHODIST HOSPITAL, Des 

MOINES, TOWA. 400-Bed General Community Hospital fully 

approved for resident training in all specialties. Also have 

opportunities for l-year INTERNS. U.S.A. citizenship and 

licensure not required. Stipend $175 per month, plus ful} 

maintenance for Physician ; apartment available for family. 
Apply Administrator. 


1081 Burrard- 
Canadian, 
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IBADAN, NIGERIA. UNIVERSITY COLLEGE HOS- 
PITAL. The Board of Management invites applications for the 
ee appointments which will become vacant on Ist August, 
1 

(a) HOUSE OFFICERS (pre-registration). 

Candidates must be provisionally registered practitioners 
and must be prepared to serve in any of the following Depart- 
ments :-— 

Medicine, Surgery, Obstetrics or Peediatrics ; as far as possible 
preferences will be observed. The duration of the appoint- 
ments will be for 12 months (2 departments) or 6 months in 
the case of a candidate who has already completed a 6 months 
pre-registration appointment. 

(6) HOUSE OFFICERS (post-registration ). 

Candidates must be fully registered medical practitioners 
and must be prepared to serve in any of the following Depart- 
ments : 

Medicine, Surgery, Obstetrics, Anesthetics or Peediatrics ; 
individual preference will be observed as far as possible. The 
duration of the appointment will be for 1 year, 6 months to 
be spent in each of 2 departments. 

Salaries :— 

House Officers : (pre-registration) £660 p.a. 

House Officers : (post-registration) £972 p.a., plus induce- 
ment addition of £270 p.a. for expatriates. 

The appointment will be for 1 tour of 12 months. 

On satisfactory completion of service a gratuity of £25 (or 
£37 10s. when salary and inducement allowance together exceeds 
£1000 p.a.) will be paid to post-registration House Officers for 
each completed term of 3 months service. 

An outfit allowance of £60 is payable on first appointment. 

Partly furnished quarters are provided at a rental of 84% 
of salary excluding inducement allowance. An expatriate doctor 
appointed will be eligible for 7 days leave on full pay for each 
completed month of service in Nigeria. A Nigerian doctor will 
be eligible for 5 days leave for each completed month. 

Free first-class passages are provided for expatriate doctors 
on first appointment, on vacation leave and on completion of 
their agreement. Free first-class passages to Nigeria will, in 
certain circumstances, be provided for Nigerian doctors. 

Arrangements can be made to enable doctors to continue 
their National Health Service superannuation scheme contribu- 
tions and details of the revised salary and gratuity payable 
in such cases will accompany application forms. 

Applications should be submitted not later than 26th April, 
1957, on the appropriate forms which will be forwarded together 
with additional information on receipt of an addressed foolscap 
envelope by the Adviser on Staff Recruitment, London Office, 
University College er Ibadan, 57, Catherine-place, 
Palace-street, London, 8.W 


Public Appointments 


ADMINISTRATIVE poet id OF LONDON. Metro- 
POLITAN BOROUGH OF BATTERSEA. Combined appointments of 
DEPUTY DIVISIONAL MEDIC AL OFFICER AND DEPUTY 
MEDICAL OFFICER OF HEALTH of Battersea. The London 
County Council and the Metropolitan Borough Council of 
Battersea invite applications from registered medical practi- 
tioners holding a Diplema in Public Health for the combined 
appointment of Deputy Divisional Medical Officer of the County 
Council’s Health Division 9, comprising the Metropolitan 
Boroughs of Battersea and Wandsworth, and Deputy Borough 
Medical Officer of Health for Battersea. Remuneration will! be 
in accordance with the formula for mixed appointments approved 
by Committee ‘* C ”’ of the Medical Whitley Council and lying 
within the range £1875-£2217. Commencing salary within this 
range will depend on the points on the constituent scales at 
which the 2 authorities respectively place the successful candi- 
date. These 2 scales are: Deputy Divisional Medical Officer 
£1675-£55-£2005 and Deputy Borough Medical Officer of Health, 
£1597-£55-£1817-£50-£1867. 

Full particulars of the combined appointments and applica- 

tion forms may be obtained from the Clerk of the London 
County Council (W.1), The County Hall, Westminster Bridge, 
London, 38.E.1 Completed forms should be returned by not 
later than first post on 4th May. 1957. (463.) 
BRADFORD. CITY OF BRADFORD. Health Depart- 
MENT Applications are invited from registered medical practi- 
tioners for the appointment of ASSISTANT MEDICAL 
OFFICER. The successful applicant will be employed mainly 
on school health and maternity and child welfare work and may 
be required to undertake other duties from time to time as 
decided by the Medical Officer of Health. If the successful candi- 
date does not possess the Diploma in Public Health he will be 
expected to avail himself of facilities which may be given to 
take the course for such Diploma on a part-time basis at Leeds 
University. Salary is in the scale £1050-£50—£1200-£55-€1475 
according to expe rience, &c. The post is subject to the appro- 
priate superannuation scheme and the successful candidate 
will be required to pass a medical examination. 

Forms of application and further particulars may be obtained 
from the Medical Officer of Health, Town Hall, Bradford, and 
should be returned to the undersigned within 14 days of the 
appearance of the advertisement. 

Town Hall, Bradford. W. H. LEATHEM, Town Clerk. 
GOVERNMENT OF BERMUDA. Medical Officer required 
to supervise Government Medical Services, clinics, School 
Medical Services, institutions (not General Hospital) and to act 
as Deputy Director. Candidates must possess qualifications 
registrable in United Kingdom and D.P.H. Appointment on 
agreement for 3 years. Salary £2000 p.a. Cost-of-living allowance 
£150 p.a. No direct taxation. Government quarters not pro- 
vided. Rent for furnished accommodation £35-£55 per month. 
Free passages for Officer, wife, and children not exceeding 5 
persons in all. 

Application forms from Director of cpp Colonial 
Office, London, 8.W.1 (quoting No. BCD.117/29/03). 















BRISTOL. CITY AND COUNTY OF BRISTOL. Depart- 
MENT OF PUBLIC HEALTH. Applications invited from medical 
officers of more senior status for post of ASSISTANT MEDICAL 
OFFICER OF HEALTH (Male or Female) who will be respon- 
sible to Senior Medical Officer for Maternal and Child Welfare, 
supervision of problem families, and such other duties assigned 
to him from time to time. Preference given. to candidates 
possessing Diploma in Public Health or similar qualification in 
state medicine, but consideration given to candidates previous 
experience. He will be required to devote the whole of his time 
to his duties and will not be allowed to engage in private practice. 
Post subject to 3 months notice on either side ; superannuable ; 


medical examination. Salary £1150-£50 (3 )-€1300-£55(5) 
£15 57 5. 

Application forms ge from me returnable by 27th 
April. R. C. WoFINDEN, Medical Officer of Health 


Central Health ¢ ‘linic, G.P.O. Box No. 201, 
Tower Hili, Bristol, 2 

HER MAJESTY’S OVERSEAS CIVIL SERVICE. Radiolo- 
GISTS required in Trinidad for radiological diagnosis or therapy, 
assisting Senior Radiologist in training of students and for other 
specialised duties as required including consulting duties. May 
be required in absence of Senior Radiologist to assume full 
responsibility. Candidates must possess qualifications registrable 
in United Kingdom and Diploma in Medical Radiology (Diag- 
nosis or Therapy) or equivalent, and have had hospital experi- 
ence. Appointment on permanent basis with pension (non- 
contributory) or on short-term contract with gratuity (taxable) 
£37 10s. a quarter, or from National Health Service with retention 
of superannuation rights (6 years limit) plus gratuity (taxable) 
of 20 % of aggregate salary. Only permanent officers are members 
of Her Majesty’s Overseas Civil Service. Salary scale £1500— 
£1600 p.a. In addition £350 p.a. payable in lieu of consulting fees. 
Quarters not provided but allowance in lieu. Free passages on 
appointment for Officer and family, not exceeding 5 persons in 
all; leave passages, on certain conditions, up to 3 adult fares. 
Income-tax at local rates. Generous leave. Educational 
facilities. 

Application forms from Director of Recruitment, Colonial 

Office, London, 8.W.1 (quoting No. BCD.117/38/010). 
LEEDS. CITY OF LEEDS. Public Health Department. 
Applications are invited from qualified and registered medical 
practitioners for the post of ASSISTANT MEDICAL OFFICER 
for maternity and child welfare. Applicants should have had 
postgraduate experience, preferably including obstetrics, ante- 
natal work, and pediatrics. The salary scale is £1050-£50- 
£1200-£55-41475 p.a. The person appointed will be required to 
pass a medical examination and to contribute to the Super- 
annuation Fund. 

Application forms and particulars of the duties may be 
obtained from the undersigned at the Public Health Department, 
25, East-parade, Leeds, 1, and completed applications should be 
returned by 10 a.M. on Monday, 6th May, 1957. Canvassing in 
any form, either directly or indirectly, will be a disqualification. 

I. G. Davies, Medical Officer of Health. 

LINCOLN. COUNTY OF LINCOLN—PARTS OF 
LINDSEY. ASSISTANT COUNTY MEDICAL OFFICER AND 
MEDICAL OFFICER OF HEALTH for the Skegness and 
Alford Urban and Spilsby Rural Districts. Applications are 
invited from registered medical practitioners with experience in 
public health work and holding a Diploma in Public Health, 
Sanitary Science or State Medicine for the above whole- 
time mixed appointment. The salary which is in accordance 
with yy ndations of the Medical Whitley Council Com- 
mittee C as adopted by the County Council will commence at 
£1683 rh lld. p.a. and will rise by 3 annual increments of 
£58 15s. Od., 1 of £61 17s. 6d., 4 of £34 7s. 6d., to a maximum of 
£2059 7s. 5d., and the officer appointed will be placed on the 
appropriate step of the scale having regard to his experience. 
The appointment will be subject to the Local Government 
Superannuation Acts, 1937 and 1953. 

Forms of application and further particulars obtainable from 
the Clerk of the County Council, County Offices, Lincoln, to 
whom complete d applications must be returned not later than 
27th April, 1957. H. CoPpLanp 

Lincoln. Clerk of the Lindsey County Council. 


PONTYPRIDD URBAN DISTRICT COUNCIL, Glamor- 
GAN COUNTY COUNCIL. Mixed appointment of Male MEDICAL 
OFFICER OF HEALTH for the Pontypridd Urban District 
and ASSISTANT MEDICAL OFFICER, Glamorgan County 
Council. Applications for the above appointment are invited 
from Male registered medical practitioners who hold the qualifica- 
tions prescribed by the Sanitary Officers (Outside London) 
tegulations, 1935 and 1951, and who have been registered as 
medical practitioners for not less than 5 years. The salary for 
the mixed appointment will be £1600 4s. 7d. p.a. rising by 8 
annual increments to a maximum of £1961 14s. ld. p.a. The 
appointment will be subject to the Local Government Super- 
annuation Acts, 1937/1953, and to the passing of a medical 
examination. 

Forms of application and particulars of appointment can be 
obtained from the undersigned Clerk of the Pontypridd Urban 
Distriet Council to whom they should be returned on or before 
Saturday, 4th May, 1957, endorsed ‘“* Medical Officer of Health.’ 

BERNARD M. MurpRY, Clerk of the Pontypridd U.D. Council. 

RICHARD JOHN, Clerk of the Glamorgan County Council. 

Municipal Buildings, Pontypridd, G a ., 3rd April, 1957. 


DERBYSHIRE COUNTY COUNCIL. Health Depart- 
MENT. SENIOR MEDICAL OFFICER for Maternity and 
Child Welfare (Female). Applications are invited from Female 
registered medical practitioners for this whole-time super- 
annuable post. Candidates should be experienced in ante- 
natal work, midwifery, and children’s diseases. Salary £1520- 
£50-£1570-£55-£1955 p.a. Car allowance. 

Particulars and application forms obtainable from Dr. J. B. 8. 
MorGAN, County Medical Officer, St. Mary’s Gate, Derby, 
to whom the y should be returned by 20th April, 1957. 
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DERBYSHIRE COUNTY COUNCIL. Applications are 
invited from Male medical practitioners for the whole-time 
appointment of SENIOR ASSISTANT MEDICAL OFFICER. 
Possession of the D.P.H. (or its approved equivalent ) is essential 
and experience in school health and mental deficiency work is 
advantageous. The work will be largely administrative in con- 
nection with the Public Health and School Health Services but 
other duties may be assigned to the Officer appointed, who will 
work under the direction of the County Medical Officer. Office 
accommodation will be provided in the Central Office. The 
salary is £1210-£55 (5)-£50 (4)-£1685 p.a., together with a 
travelling allowance. 

Applications should be submitted to the undersigned by 
29th April, 1957. Application forms are not rn but the 
conditions of service will be supplied on reques 

J. B. 3. MORGAN, County Medical ome er of Health. 

County Offices, St. Mary’s Gate, Derby. 

MENTAL HYGIENE AUTHORITY—DEPARTMENT OF 
HEALTH, VICTORIA, AUSTRALIA. Applications, addressed to the 


Secretary, Mental Hygiene Authority, 300, Queen-street, 
Melbourne, ©.1, Victoria, Australia, are invited for the under- 
mentioned positions. Statement setting out experience, quali- 


fications, date of birth, and copies of 2 recent testimonials should 
accompany the application. 

MEDICAL, OFFICER (Male). 

Country Hospital. 

Salary £1847 to a maximum of £2362. p.a. 
3 each of £50 and 2 of £100, 

SENIOR MEDICAL OFFICER (Male). 

Metropolitan or Country Hospital. 

Salary £2362 to a maximum of £2612 p.a. 
2 each of £100 and 1 of £50. 

PSYCHIATRIST (Male). 

Metropolitan or Country Hospital. 

Salary £2562 to a maximum of £2762 p.a. 
2 each of £100. 

In addition to above salaries, an allowance of £100 p.a. is 
payable if in possession of a Diploma in Psychological Medicine 
or higher medical qualifications. 

Qualifications required. 

Medical Officer. 

Appointees must be qualified for registration by the Victorian 
Medical Board. 

Postgraduate Training 

After twelve (12) months service at a Country Hospital, 
transfer to a Metropolitan Hospital is arranged, so as to enable 
Medical Officers to acquire the D.P.M. or higher qualifications. 
Facilities to attend lectures are arranged and University fees 


Annual increments : 


Annual increments : 


Annual increments : 


for the D.P.M. are refunded after candidate has sat for the 
examinations, provided that he signs an agreement to remain 
in the Department for at least 2 years after acquiring the 


additional qualification. 

Senior Medical Officer. 

Appointees must be qualified 48 pe gistration by the Victorian 
Medical Board and hold a D.1 M.D., or M.R.C.P. with 
a minimum of 2 years Mental Hospital experience. 

Psychiatrist. 

Appointees must be qualified for registration by the Victorian 
Medical Board, and hold a D.P.M., M.D., or M.R.C.P. and 
minimum of 3 years experience after having gained a post- 
graduate diploma or degree, as well as having made some 
scientific contribution or had some particular teaching experience. 
Outpatient experience is essential. 

Good residences provided with 3 bedrooms, and some floor- 
coverings and blinds. A deduction of 74% of standard salary, 
plus £45 8s. a year is made for residence, fuel, light, water, milk, 
vegetables, and laundry (which means £195 in the case of Senior 
Medical Officer and £210 in the case of Psychiatrist is deductable ). 

Superannuation. Available if desired. 

Transport Expenses. A refund of transport costs of wife, family, 
and appointee to a maximum of £300 will be made if appointee 
contracts to remain in the service for at least 2 years. 

Salary payable from date of embarkation. 

J. MARTIN, Secretary, Mental Hygiene Authority. 
SWINDON. BOROUGH OF SWINDON. Appointment 
of ASSISTANT MEDICAL OFFICER OF HEALTH AND 
BOROUGH SCHOOL MEDICAL OFFICER. Applications 
are invited from duly qualified medical practitioners for the 
appointment of Assistant to the Medical Officer of Health and 
Principal Borough School Medical Officer, who is also Area 
Medical Officer under the Wiltshire County Council. The present 
salary is at the rate of £1050 p.a., rising by annual increments 
of £50 to £1200 and then by annual increments of £55 to £1475 p.a, 

Applications, together with the names of 3 persons to whom 
references may be raade, must be submitted to the Town Clerk, 
Civie Offices, Swindon, by 27th April, 1957. Further particulars 
will be supplied on request. 

SENIOR CANCER CLINIC ASSOCIATE 
required by 
SASKATCHEWAN DEPARTMENT OF PUBLIC HEALTH 
for 
ALLAN BLAIR MEMORIAL CLINIC 

Salary range : $11,000—$13,500 per year. 

Requirements : Radiotherapist with Canadian Certifica- 

tion as a Specialist or its equivalent. Experience in 

isotope tracer techniques is desirable. A full range of 
radio therapeutic equipment is in use. A rotating cobalt 
unit will be installed in the near future. 

Fringe benefits : 3 weeks holiday 
leave annually with pay. Sick leave is on a cumulative 
basis. Generous pension plan. 

Application forms : For forms and further information 
apply to Personnel Officer, DEPARTMENT OF PUBLIC 
HEALTH, Provincial Health Building, or PUBLIC SERVICE 
COMMISSION, Legislative Building, Regina, 8 _. Cae. 
Applicants should refer to competition No. 464 


and 3 weeks sick 





NOTTINGHAM. CITY OF NOTTINGHAM. Health 
SERVICES. SENIOR ASSISTANT MEDICAL OFFICER. 
Applications are invited for this appointment from Male 
registered medical practitioners holding the Diploma of Public 
Health. Salary will be within the scale £1150—-€1575 p.a. ; 
commencing salary will be fixed in accordance with experience. 
The successful candidate will be given opportunities for adminis- 
trative and practical experience in all services of the Health 
Department. The appointment is superannuable and subject 
to the usual conditions. 

Forms of application may be obtained from the Medical 
Officer of Health, Huntingdon-street, Nottingham, to whom they 
must be returned, together with the names of 2 referees, by not 
later than 19th April, 1957. : Owen, Town Clerk. 

Guildhall, Nottingham, March, 1957. 

THE PRISON COMMISSIONERS invite applications for 
appointments as Full-time MEDICAL OFFICER in the Prison 
and Borstal Service (England and Wales). The work includes the 
general medical attention of all prisoners and inmates. The 
making of psychiatric assessments, the provision of medical and 
psychiatric reports and the giving of evidence in court are 
important aspects of the work. Surgical and Psychotherapeutic 
Units are established at i. centres. Candidates must 
have attained the age of 2 they must be fully qualified and 
registered and should A.5.. ssa sound knowledge of medical and 
surgical practice ; preference will be given to those who in 
addition have had postgraduate experience in psychological 
medicine and the possession of the D.P.M. will be considered 
an advantage. Salary £1650—-£75-£1950-£100-£2250 p.a. 
(minimum linked to age 35, minus £50 for each year below that 
age and plus 1 increment for each year above that age but not 
exceeding 40). These rates are subject to deduction for posts out- 
side London. The appointments are unestablished in the first 
instance but there will be opportunity for e stablishment through 
the Civil Service Commission later. Unfurnished quarters when 
available are provided at a moderate rental. 

Application forms and regulations from Manager (Ref. 
BZ.50), City of London Employment Exchange (Professional 
and Executive Register), 1-6, Tavistock-square, London, 

".C.1, returnable by 30th April, 1957. 


General Practice 


UNION OF SOUTH AFRICA, Transkei, Cape Province. 
Excellent general practitioner’s practice available, mainly non- 
European, in predominantly English speaking area 50 miles from 
Queenstown. No finance required to buy practice. Good house 
and surgery at reasonable price.—Write : FB. SOUTHERN AFRICA 
SETTLEMENT ASSOCIATION, Grand Buildings, Trafalgar-square, 
London, W.C.2 











A Locum Tenens General Surgeon is required (e.g., by 
secondment) for the new hospital at Doha, Qatar, Persian Gulf, 
for a period of 6 months from June, 1957. Salary £1800 for 6 
months. Air conditioned accommodation (including married 
accommodation) and first-class return fare. Applicant must be 
of at least the status of Surgical Registrar. 

Applications, endorsed ‘*‘ General Surgeon,” giving full personal 
particulars, including age, nationality, marital status, qualifi- 
cations, training and past experience and e mploy ment, together 
with names of 3 referees, should be sent in duplicate to C. 
TENNANT Sons & Co. LtDb., 4, Copthall-avenue, London, E.C.2. 
WE required. Widower, aged 66 (M.D., F.R.C.S.E., 
M.R.C.P. Lond.). Healthy, with wide professional and literary 
expe mo and moderate private means, seeks interesting work, 
town, country, abroad, or afloat. Late acting editor of a medical 
journal, and editor of a manual of tropical and other diseases, 
also contributor to a book on ophthalmology. Fair knowledge of 
French, highest references.—Reply : Address, No. 291, 
THE LANCET Office. 7, Adam-street, Adelphi. Lon‘lon, W.C.2. 
Medical and General Nursing-home (no surgery), Sussex 
Coast. Licensed. 14 patients. Attractive detached property 
close sea and centre of town. Audited accounts show net profit of 
£1200 p.a. Mostly permanent type of patient. Nice home for 
owner. Garden, Garage. Lease 15 years. Rent £275 p.a. Price 
£3500 inclusive. Part might remain. Marriage sole reason for 
sale.—-HAMMERSLEY KENNEDY & Co., 19, Hanover-square, 
London, W.1 
Part-time Consulting-rooms. To tet in the Harley-street 
district. Rents from £60 p.a. per half-day session or with 
plate £75 p.a.—Apply ELuiorr, Son & Boyton, 86/87, 
Wimpole-street, London, W.1 (WEL 8367). 

W.1. Ground and first-floor maisonette to let for both 
residential and professional purposes. 2 bedrooms, 2 reception 
rooms, consulting-room, cloakroom, kitchen and bathroom. 
£725 p.a. exclusive.—-Apply : ELLiotr, Son & BoyTon, 86/87 
Wimpole-street, London, W.1 (WEL 8367). 

“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimens of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame Photometry.._WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 

Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE Lrp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 

Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines. 
—SYBIL RANG, 21, Heath-strect, Hampstead, London, N.W.3 
(HAM 5329/0504). 

Microscopes. Highest prices paid for good modern types. 
Send or bring your equipment for valuation.—WaLLACE HEATON 
LTp., 127, New Bond-street, W.1. 
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Inability to take aspirin... 


IT WAS RECENTLY reported (Brit. med. J., 1: 444, 1957) that 
of 178 rheumatic patients, 25° could not take plain aspirin in 
adequate dosage. 

Of this 25%, however, the great majority tolerated a 
modified aspirin such as Paynocil. 

Not only are Paynocil tablets usually well tolerated by the 
stomach (even on the heavy dosage needed for rheumatoid 
arthritis), but they are extremely palatable, disintegrate instantly 
on the tongue without water, and cause no discomfort or 





unpleasant after-sensation. 


... indicates 





non-irritant, palatable, 
quick-dispersing aspirin 


FOR ADULTS 


PAYNOCIL 


EACH TABLET CONTAINS 
PCOTIEIE GENE s «5 546 0K 46s 660dene IO grains 
| ae Pe eee 5 grains 


PACKAGES in sealed foil strips: 
Cartons of 18. 
Dispensing packs 
of 240: basic st 
N.H.S. cost tig, ee 
tax free) oon 
21/8d. 





FOR CHILDREN 


Junior PAYNOCIL 


EACH TABLET CONTAINS 

Acetylsalicylic acid .............+..24 grains 
Aminoacetic acid ........ ere Pree 1} grains 
PACKAGES in sealed foil strips: 

Cartons of 20. 
Dispensing packs of Fa . 

240: basic N.H.S. 45 ~y , 
cost (tax free) 4 ~ ' 
I2/-. eS 





Detailed recommendations for dosage in rheumatoid arthritis 
will be giadly supplied on request 


L. BENCARD LTD. PARK ROYAL, LONDON, N.W.1O 
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One bottle of 60 TACE capsules (2 capsules a day) can relieve 


many of your menopausal patients. 





Some may require a second course, but few will need a third. 


The introduction of TACE marks the TACE is indicated in other cases which 
beginning of a new era in the treatment of require cestrogen therapy—for example in the 
menopausal symptoms. TACE is inhibition of lactation and the treatment 
stored in the body fat and subsequently released of prostatic carcinoma. 


in a manner resembling normal hormone 


secretion. There is virtually no withdrawal 
bleeding (in four investigations 1, 2, 3, 4 there 
were only 7 cases of withdrawal bleeding in 


257 patients) and TACE is also extremely is available in green capsules (each containing 
well tolerated in other respects. 12 mg. chlorotrianisene dissolved in oil) 


in bottles of 60 and 300. 
Because of fat storage the action of TACE 


is prolonged. In 13 out of 16 patients beneficial 
effects remained up to 4 months 
after therapy had been discontinued.! 


Wis. med. J. (1954) §3:322 

Amer. J. Obstet. Gynec. (1954) 3:201. 
J. Indiana med. Ass, (1954) 47:869. 

J. Clin, Endocr. (1954) 14:272, 


- One 


Distributed in the United Kingdom and the Republic of Ireland by 


RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 


for the Wm. S. Merrell Company, London. 














